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REGULATION 


miscible properties make it easier to take and 


Regulation of the daily program, especially 
diet and exercise, is beneficial to normal 
bowel movement and in some cases of consti- 
pation serves as sufficient treatment. Others 
require additional aid to facilitate reguiar 
evacuation ... When an adjunct to diet and 
exercise is required, as it often is, Petrolagar 


provides a mild but effective treatment. Its 


Petrolagar is mechanical emu 


the Council on Pharmacy and Chemistry 


more effective than plain mineral oil. Further, 
by softening the feces, Petrolagar induces 
large, well formed stools which are easy to 
evacuate. The five types of Petrolagar afforda 
choice of medication adaptable to the indi- 
vidual patient. Petrolagar Laboratories, Inc., 


8134 McCormick Bivd., Chicago, Illinois. 


ire liquid petrolatum (65°. by volume) and agar-agar. Accepted by 


,merican Medical Association for the treatment of constipation 


4 
‘ 


= 


Pre 


JANUARY, 1939 


BALYEAT ~ BOWEN 
HAY FEVER ana ASTHMA 
CLINIC 


OSLER BUILDING OKLAHOMA City, OKLAHOMA 


De VOTED EXCLUSIVELY to the DIAGNOSIS 
and TREATMENT of ALLERGIC DISEASES 


v 


MEDICAL STAFF 


Ray M. Balyeat, M.A.,M.D., F.A.C.P. 


Director 
Ralph Bowen, B.A., M.D., FA.A.P. George J. Seibold, B.S., M.D. 
Pediatrics Gastroenterology 


Carl L. Brundage, M.Sc., M.D. 0. Alton Watson, BS., M.D., FA.C.S. 
Consultant in Dermatology Consultant in Otolaryngology 


THE MAJOR CLINIC 


3100 Euclid Avenue, Kansas City, Missouri 


HERMON S. MAJOR, M. D. HENRY S. MILLETT, M. D. 
Medical Director Associate Medical Director 


Electricity 
Heat 
Water 
Light 


Exercise 


Alcohol 
Drug and 
Tobacco. 
"Addictions 


Beautifully. situated in a pleasant residence section of the city. Fully equipped and well heated. All 
pleasant outside’ rooms. Large lawn and open and closed porches for exercise. Experienced and 
humane attendants. Liberal, nourishing diet. Resident physician in attendance day and night. 


| 
: . 
4 
aS 


ORIGINAL ARTICLES 

Diabetic Emergencies and Their Treatment— 
Alexander Marble, M. D., Boston, Massa- 
chusetts . . 

Pellagra in Kansas—D. V. Conwell, M. D. and 
L. W. Hatton, M. D., Halstead Kansas . . 

A Few Observations in 49 Cases of Epidemic 
Parotitis—E. Robert Schwartz, M. D. and M. 
W. Husband, M. D., Manhattan, Kansas 

Paralytic Ileus—Wilfred Cox, M. D., Wichita, 
Kansas . 

Convulsive Shock Therapy in the Involutional 
Psychoses—G. Wilse Robinson, Jr., M. D., 
Kansas City, Missouri . . 

Transfusion of Types 1, 2, and 4 Blood Into 
Type 1 Recipient—Maurice A. Walker, M. 
D. and Marie Carr, A. B., Kansas City, Kansas 
and Glenn A. Pearson, M. D., De Soto, 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


TABLE OF CONTENTS 


JANUARY, 1939 


15 


Intestinal Obstruction Due to Submucosal Hem- 
atoma of the Jejunum in the New-Born— 
R. Philip Smith, M. D. Kansas City, 

Oil Soluble Anesthetics i in the Treatment of 
Anal Fissure—Leo A. Smith, M. D., on 
Kansas . 

EDITORIALS 


The Treatment of Angina Pectoris 

Publicizing Socialized Medicine . 
MISCELLANEOUS 

President's Page . 

Eye, Ear, Nose and Throat . 

Tuberculosis Control 

Cancer Control . 

Medical Economics . . 

News Notes . 

Auxiliary 


16 


17 


21 
21 
22 


20 
23 
24 
25 
27 
32 
38 


Entered as second-class matter, May 2, 1914, at the Postoffice at Topeka, Kansas, under the Act of March 3, 1879. Accepted for mailing at 
special rate of postage provided for in Section 1103, October 3, 1917. Authorized on July 2, 1918. 


Ambulance Service 


To which you may 
trust your most 
gravely ill patient 


Rates: 15¢ a mile to any point in Kansas— 
everything included 


WALL-DIFFENDERFER 
MORTUARY 


Apparatus for Fracture of 
Cervical Vertebrae 


(Our Design) 


P. W. HANICKE MFG. CO. 


1013 McGee Street 
KANSAS CITY, MO. 


Tel. Victor 4750 


IV 
6 
10 
12 
14 
fe 
is ) 
if 
Kaneas. Phone 3-—2326 


JANUARY 1939 


*“By examining you periodically in health, your 
doctor can help you prevent needless disease. 
By your intelligent cooperation when ill, he can 
apply to your healing the knowledge and skill of 
modern scientific medicine. But in his practice 
the physician must consider factors which no 
exhibit can reveal. 


It is the hope of the sponsors of the Camp Trans- 
parent Woman that those who studied this exhibit 
may become more intelligent and cooperative pa- 
tients in illness, and reasonably careful and con- 
siderate of their bodies in health.” 


* Excerpt from the lecture delivered during demonstrations 
of the Camp Transparent Woman exhibit to the laity. 


Still available, free. Full color reproduction, 12 x 
15 inches, suitable for framing. Use coupon below 
or your stationery. 


Report on the 2-Year Tour of 


THE CAMP TRANSPARENT WOMAN 


N DECEMBER, 1936, we announced our plan to exhibit the Camp Trans- 

parent Woman on a nation-wide public health educational tour. In the two 
years since then, this unique figure, the only one of its kind in the world, has been: 
viewed by about five million people, including approximately sixty thousand phy- 
sicians. We want to thank those members of the medical profession and public 
health organizations who by their presence, enthusiasm and active cooperation’ 
helped make this tour so successful. 
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S. H. CAMP & COMPANY, 
Jackson, Michigan 


Please send me free full color reproduction of 
the Camp Transparent Woman suitable for 
framing. 


S. H. CAMP & COMPANY, Jackson, Michigan 


Offices in: New York, 330 Fifth Avenue; Chicago, Merchan- 
dise Mart; Windsor, Ontario; London, England 


World’s largest manufacturers of surgical supports 
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DIABETIC EMERGENCIES AND 
THEIR TREATMENT* 


Alexander Marble, M.D. 
Boston, Massachusetts 


In the care of diabetic patients there may arise 
certain emergencies which require prompt recogni- 
tion and early, energetic treatment. Among these are: 
(1) Hypoglycemia due to insulin; (2) Diabetic 
acidosis and coma; and (3) Infection and gangrene 
of an extremity. These three conditions have in com- 
mon the fact that almost always they are preventable 
complications. 

I. HYPOGLYCEMIA DUE TO INSULIN 


An insulin “reaction” or “shock” may be due to 
(1) an excessive dose of insulin, (2) too little food, 
or (3). physical activity unusual for the individual 
concerned. It is the visible manifestation of a sub- 
normal sugar content of the blood and tissue fluids. 
Almost invariably the blood sugar value during a 
reaction is below 0.07 or 0.08 per cent although 
occasionally symptoms may occur at slightly higher 
levels, notably in two situations: (1) when the 
blood sugar has fallen rapidly from a high to a low 
level and (2) when the patient at hand has become 
accustomed over years of time to blood sugar values 
above the range of normal. 

The symptoms of a reaction due to regular (un- 
modified) insulin igclude nervousness, tremor, 
sweating, faintness, hunger, double vision, rapid 
heart action, paraesthesias about the mouth and lips, 
irritability, emotional instability, difficulty in thought 
and speech and unsteadiness in gait. Uncommonly, 
unconsciousness with or without convulsions may 
occur. However, almost all reactions are mild and 
are characterized merely by a minor degree of nerv- 
ousness, sweating and irritability coming on without 
due cause other than insulin. 

Whereas reactions due to unmodified insulin occur 
usually three or four hours after its administration, 
those caused by protamine zinc insulin do not appear 
until usually after twelve to twenty-four hours. The 


(*From the F. Elliott P. Joslin, M. D., 
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onset of symptoms is more gradual. Headache, often 
occipital, is common; occasionally nausea and rarely 
vomiting may occur. 

If kept in mind as a possibility, the recognition of 
hypoglycemic shock usually affords little or no dif- 
ficulty except at times in an unconscious patient. 
Patients should be taught that during a reaction the 
urine as freshly formed by the kidneys is always. free 
from sugar; hence a second specimen of urine, if not 
the first, will always give a negative test with Bene- 
dict’s solution if hypoglycemia is present. (One may 
except the rare diabetic patient with an extremely 
low renal threshold for sugar). In the unconscious 
patient, the coma must be differentiated from that 
of diabetic acidosis, uremia, drug poisoning, over- 
whelming infections, cerebral hemorrhage, and other 
conditions. The history and physical examination 
will in most instances settle the question of diagnosis 
but one should never hesitate to seek laboratory aid 
immediately in doubtful situations because nothing 
approaches in importance a knowledge of the blood 
sugar. The outstanding points in the differential 
diagnosis between severe insulin shock and diabetic 
coma are summarized in the accompanying table. 


TABLE 1+ 


Diabetic Coma vs. Hypoglycemic Coma. Differential 
Diagnosis in the Unconscious Patient. 


DIABETIC COMA INSULIN SHOCK 
HISTORY 


Slow onset over a period of Rapid onset over a period of 
hours or days. B: ton by minutes (although with prota- 
dietary indiscretions, inadequate mine zinc insulin may come on 
insulin dosage, infections, thyro- more slowly). Brought on by too 
eoicosis, Of may appear as the much too little or 
first sign of a hitherto unrec absorbed food, or 
nized diabetes. Onset often wi 
marked thirst, nausea, vomiting, 
abdominal — Then follow 
rapid, deep thing and drow- 
siness, leading to unconscious- 


ness. 
PHYSICAL FINDINGS 


temperature is sub- Body temperature is usually 
tt unless infection is pre- normal. Skin moist; clothing 
sent. Skin is dry; mucous mem- often soaked with perspiration. 
branes and tissues show signs of | Normal hydration of tissues; 
dehydration; eyeballs are soft. tension of eyeballs normal. me 
Patient appears extremely ill;  vulsions may be 

be restless and moaning, as _piration normal. Blood pressure 

wa pain. Respiration deep and _ tends to rise in certain stages. 

labored (Kussmaul) except in 
preterminal Pulse weak 
blood Pressure tends 
to 


+Reprinted from the New England Journal of — 217, 130 
(July) 1937, with the permission of the editor. 


exercise Wh for the patient. 
Nausea and vomiting are un- 
common. 


LABORATORY FINDINGS 
acetone and No sugar in urine (second 
low blood 


Much sugar, 
acetoacetic acid in blood and specimen), sugar, 
urine. Plasma COz low. al p 

TREATMENT 


Glucose parenterally brings 
about prompt recovery. 


Insulin, fluid, salt, glucose and 
pporti produce 
‘gradual improvement. 


Treatment consists in the giving of orange or 
other fruit juices, gingerale, sugar, candy, or other 
simple food which is readily digested and quickly 
absorbed. Usually five or ten grams of carbohydrate 
suffice for relief although repetition of treatment 
thirty or sixty minutes later may be necessary in deal- 
ing with reactions due to protamine insulin because 
of the recurrence of symptoms. When it is difficult 
to secure cooperation in a child, syrup may at times 
be successfully introduced into the mouth with a 
spoon. Feeding by stomach tube may be resorted to 
if carefully performed. Often the injection of 0.5 cc. 
of epinephrine or pituitrin subcutaneously may bring 
about sufficient return to consciousness of a stupor- 
ous patient to permit cooperation in taking fluids 
orally. Glucose in five per cent solution may be ad- 
ministered subcutaneously. The giving of a solution 
of glucose rectally is of doubtful value. 

Dramatic return to consciousness in the patient 
with marked hypoglycemia may usually be secured 
with the injection intravenously of ten grams of glu- 
cose in a sterile, buffered fifty per cent solution. 
Vials containing such should be part of the routine 
equipment in the bag of every physician doing gen- 
eral practice. In an unconscious patient in whom the 
diagnosis is difficult and when laboratory aid is not 
readily obtainable, the injection of glucose as a diag- 
nostic aid is justifiable but the following rule must 
be followed without question: In order to assume 
that the patient has been suffering from hypogly- 
cemia, the return to consciousness after an injection 
of glucose must be prompt and complete. If such is 
not the case, laboratory aid and usually hospitaliza- 
tion are imperative regardless of inconvenience. 

Hypoglycemia is not a serious complication; very 
few fatal cases are on record. It may be, however, 
at times most inconveniencing and embarrassing 
and of possible danger in the elderly, sclerotic per- 
son. It is apt to be more feared by the patient than 
other complications of greater significance. Hence, 
care should be taken to avoid insulin reactions be- 
cause only in this way can large groups of patients 
the world over be induced over years of time to ob- 
tain from insulin the benefit to which they have a 
right. 

In the prevention of reactions, the following 
points should be observed: (1) careful adjustment 
of insulin dosage; (2) additional food (providing 
for five to twenty grams of carbohydrate) prior to 
physical activity unusual for the individual; (3) 
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between-meal lunches of five to ten grams of car- 
bohydrate in patients sensitive to insulin. The third 
suggestion is of particular value in patients using 
protamine zinc insulin for here it is of decided ad- 
vantage to distribute the food over the waking part 
of the day. A lunch of ten to twenty grams of carbo- 
hydrate at bedtime may well be prescribed routinely 
for patients using the slowly-acting insulin. One 
should keep in mind that for the prevention of insu- 
lin reactions food which requires considerable diges- 
tion is preferable to that which is readily absorbed 
and therefore exerts only a temporary effect upon 
the blood sugar. 


Il. DIABETIC COMA 

Of far greater seriousness is the dreaded compli- 
cation of diabetic acidosis or coma. It represents the 
end-stage of uncontrolled diabetes and with patients 
who suffer one or more attacks of outspoken diabetic 
coma, it is reasonable to suppose that periods of 
poorly controlled diabetes with milder grades of 
chronic acidosis may have preceded the acute mani- 
festations of the disease. Formerly the chief scourge 
of the diabetic, its incidence and mortality have 
greatly diminished since the advent of insulin. For- 
tunately, today almost all cases are preventable. This 
makes all the more deplorable the fact that even 
today, sixteen years after the introduction of insulin, 
patients still acquire diabetic coma and some die 
from it. It remains today the major cause of death 
among diabetic children. 

The chief causes of diabetic coma are: (1) over- 
eating, which may be the diet-breaking of the patient 
who knows better or the innocent overindulgence of 
the person with whom the diagnosis of diabetics has 
never been made; (2) too little insulin or no insulin; 
(3) infections, particularly with fever; (4) dis- 
turbances of bodily metabolism such as that seen in 
thyrotoxicosis. Little needs to be said regarding diet- 
breaking or the taking of an inadequate amount of 
insulin; the two often go hand-in-hand. The influ- 
ence of infections is real; the diabetic must early be 
taught to expect a flare-up in his condition when- 
ever an infection is present, especially if accompanied 
by fever. He must know that during such an illness 
that the chances are great that his usual dosage of 
insulin will be necessary even though he takes but 
little food. It must be second nature to him to con- 
tinue his insulin at all times unless the urine is 
found at regular intervals to be free from sugar. 

The symptoms of diabetic coma are variable but 
usually consist of malaise; weakness, headache, thirst, 
nausea, vomiting, and abdominal pain. If untreated, 
deep breathing appears and a fruity odor may be 
detected in the expired air. Drowsiness follows and 
proceeds to coma and finally to death. Fortunately, 


the progress is not a matter of minutes as in hypo- 
glycemic shock but usually one of hours or even 
days so that usually ample time is available for diag- 
nosis and energetic treatment. It follows from this 
that a case of full-blown diabetic coma almost in- 
variably represents gross neglect on someone's part. 

On physical examination the patient in well-ad- 
vanced diabetic coma is unconscious or can be 
aroused only with difficulty. The respiration is of 
the long, deep, rapid, “air-hunger” (Kussmaul) type 
except terminally when it may be simply feeble and 
gasping in character. At times the acetone odor of 
the breath may be marked. A striking feature is the 
dehydration of the skin and mucous membranes. 
The tongue is dry and usually has a brownish coat. 
The eye-balls are soft. The body temperature is sub- 
normal and the cold extremities may present a 
mottled bluish color. The tendon reflexes may be 
diminished or absent and the muscles be flaccid. 
The patient may moan as if in pain and at intervals 
may vomit dark brown fluid. 

The urine except in rare instances gives a marked- 
ly positive test for acetone and diacetic acid (sodium 
nitroprusside and ferric chloride tests) and for 
sugar. Albumin is usually present and almost in- 
variably “showers” of granular casts may be seen in 
the urinary sediment. The blood sugar is high; 0.50 
per cent may be considered an average value. The 
plasma CO? combining power is much reduced: the 
severer grades of acidosis are accompanied by values 
below twenty volumes per cent; values below ten 
are not uncommon, and below five volumes per 
cent occasionally, encountered. Particularly if vomit- 
ing has occurred, the sodium and chloride content 
of the blood is below normal. Leucocytosis is the rule 
with counts commonly between 15,000 and 30,000; 
values as high as 80,000 white blood cells per cubic 
mm. have been recorded in cases of uncomplicated 
coma. 

The secret of the successful treatment of diabetic 
coma lies in prompt diagnosis followed by energetic 
personal treatment. There is no question but that in- 
comparably better results can be obtained if treat- 
ment is carried out in a hospital where the patient 
can be watched carefully and laboratory studies car- 
ried out promptly. Diabetic coma is not an illness in 
which the physician may leave orders as to treatment 
and go away to return a few hours later. He must 
remain at the bedside or within easy call, particu- 
larly in the all-important first two to six hours of 
treatment. Often tentative orders must be changed 
at frequent intervals according to the patient’s con- 
dition and his response to treatment. 

If the patient is to be brought to the hospital from 
some distance and if the diagnosis seems certain, one 
may order by telephone an initial dose of forty or 
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fifty units of insulin before the patient leaves home. 
At the hospital everything should be made ready for 
the reception of the patient. Upon arrival blood and 
urine specimens are obtained at once so that analyses 
can be carried out while other procedures are under 
way. A complete history and physical examination, 
are essential in order to establish the diagnosis but 
they should be done with dispatch so that no time is 
lost in beginning treatment. The physical examina- 
tion should be repeated at intervals, particularly if 
the expected response to treatment does not take 
place. In such instances, often a responsible compli- 
cation may be disclosed. 

The essentials in treatment are as follows: (1) 
Unmodified insulin should be given promptly in 
large amounts. The initial dose given immediately 
after the diagnosis has been made may vary from 
twenty to one hundred units according to the age of 
the patient, severity of the diabetes and the duration 
and severity of the acidosis. A common initial dose 
for an adult is forty to fifty units. This may be re- 
peated at half-hourly intervals for one to three or 
more doses. A second determination of the blood 
sugar and the plasma CO? combining power at the 
end of two or three hours will serve together with 
the physician’s estimate of the clinical condition, as 
a check upon the adequacy of the insulin dosage. 
The insulin should be given subcutaneously although 
in patients with advanced coma and circulatory col- 
lapse, an initial dose of fifty to one hundred units 
may be given intravenously along with that injected 
subcutaneously but otherwise it is doubtful if the in- 
travenous route offers any advantage. A single large 
dose of protamine zinc insulin may be given initially 
to some patients to serve as a “back-log” but except 
in special cases or in experienced hands should be 
used only as an accompaniment of unmodified in- 
sulin. 

Once the clinical condition of the patient shows 
progressive improvement and the laboratory data in- 
dicate falling blood sugar and rising plasma CO? 
values together with disappearance of diacetic acid 
and diminution of sugar in the urine, the adminis- 
tration of large doses of insulin at frequent intervals 
may be pushed less energetically. One may then ob- 
tain a specimen of urine at hourly intervals and give 
insulin according to a schedule such as the following: 


If Benedict's test is Red Orange Yellow Yellow-Green Case 
ue 


Give (units of 
24 20 16 12 0 


The amounts of insulin as shown above must be 
altered according to the situation at hand. When the 
urine tests (Benedict's) become green or blue, the 
interval of collection may be increased to two and 
later to three or four hours. _ 


“ 


The chief point about the dosage of insulin in 
diabetic coma is to give enough regardless of the 
number of units required. This was emphasized re- 
cently by Root and Riseman’ in a report of two 
cases in which recovery took place with the adminis- 
tration of 1280 and 850 units respectively in the 
first twenty-four hours after admission. In each case, 
success in treatment seemed without question attri- 
butable to the giving of the huge doses of insulin 
together with extraordinarily large amounts of physi- 
ologic solution of sodium chloride parenterally (13,- 
800 cc. and 11,600 cc. respectively, within the first 
twenty-nine hours ). 

(2) Fluid and Salt. Insulin alone is not enough 
although in adequate dosage it wins more than half 
the battle. Complete success is due almost always to 
the administration of fluid and sodium chloride 
orally and parenterally in amounts adequate to com- 
bat dehydration on the one hand and electrolyte lack 
on the other. At the beginning of treatment, 1500 
cc. of a physiologic solution of sodium chloride may 
be given subcutaneously or 1000 cc. intravenously 
(smaller amounts for small children). These amounts 
may be repeated one, two, or more times during the 
first six to eight hours of treatment. On the average, 
four to five liters of total fluid (orally and parenter- 
ally) may be given to advantage in the first twenty- 
four hours and as stated in the preceding paragraph, 
much larger amounts may occasionally be demanded. 
In circulatory collapse a constant infusion of salt 
solution intravenously may be of decisive value. 

(3) Gastric lavage should rarely be omitted and 
should be carried out early in treatment. One usually 
is able to relieve the stomach of large amounts of 
fluid colored by changed blood and often containing 
remains of undigested food. The lavage relieves gas- 
tric distention, stops vomiting and prepares the way 
for the oral administration of carbohydrate-contain- 
ing fluid one to three hours later. A cleansing enema 
during the first few hours of treatment is helpful. 

(4) Warmth provided by blankets and hot water 
bottles so placed as to not burn the patient aids in 
overcoming the shock often present in acidosis. 

(5) Stimulants as caffeine, adrenaline and ephe- 
drine may be used in circulatory collapse but rarely 
are they of striking benefit. The transfusion of whole 
blood may be of value if the procedure can be car- 
ried out quickly enough. As stated above, the constant 
infusion of salt solution intravenously should al- 
ways be thought of in patients with this most serious 
of all complications, circulatory collapse with a low 
blood pressure, rapid, weak pulse and oliguria. 

(6) In our clinic, glucose is not added to the salt 
solution given parenterally in the first few hours of 
treatment. There are two reasons for not using it: 
First, there is no evidence to indicate that the sugar 
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which is flooding the body fluids of the patient in 
diabetic coma is not in as suitable form for utilization 
as any glucose which one might inject; second, it is 
obviously impossible to follow the progress of treat- 
ment as regards the sugar in the blood and urine if 
glucose is being infused. However, as soon as the 
patient is able to take fluids by mouth, water in 
amounts of 100 cc. hourly should be given. If this is 
well borne, then carbohydrate-containing liquids as 
gruel, fruit juices, tea with sugar, gingerale, etc. may 
be given cautiously in like amounts. Within the first 
twenty-four hours at least one hundred grams of car- 
bohydrate should be given. 

(7) Alkalies are an unnecessary adjunct to treat- 
ment and in excessive dosage may do harm. Often 
their administration may divert attention from the 
essential agents in treatment. If given intravenously, 
racemic sodium lactate as advocated by Hartman? is 
probably the best form. 

III. INFECTION AND GANGRENE OF AN 

EXTREMITY 

Peripheral arteriosclerosis and the resulting im- 
paired circulation in the extremities of diabetic in- 
dividuals develop slowly over months and years of 
time. However, the infection and gangrene which 
may arise on this basis develop more rapidly, over a 
period of hours and days. One does not err, therefore, 
in including these complications among diabetic 
emergencies because often prompt recognition of the 
gravity of the condition in its incipient stage to- 
gether with careful treatment may make the differ- 
errce between keeping and losing a leg or even a 
life. The following brief discussion is written in the 
language of the internist and is not intended to be a 
surgical presentation. The surgical methods outlined 
are those used by our colleagues, Dr. L. S. McKit- 
trick and Dr. T. C. Pratt*. Close cooperation between 
the surgeon and the physician is essential and pati- 
ents must be treated in wards freely accessible to 
both. 

In the evaluation of the degree of circulatory im- 
pairment in the feet and lower legs, simple clinical 
procedures usually suffice. In the history, pain 
brought on by walking and relieved by rest (“in- 
termittent claudication”) is characteristic of circula- 
tory insufficiency. In the physical examination the 
following are important: (1) State of nutrition: If 
the circulation is impaired, the skin may appear 
thin, shiny and atrophic, the amount of subcutaneous 
fat may be reduced and the muscles may be atrophied. 
(2) Color changes: A foot with impaired circula- 
tion becomes a dull purplish-red when dependent and 
blanches quickly upon elevation. The degree and 
level of abnormal color change afford an index as to 
the extent of circulatory insufficiency. (3) Skin 
temperature changes: The temperature of the skin 
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over the feet and legs as tested by the back of the 
hand of the examiner is lower on the affected side. 
In a given leg, the height and abruptness of tem- 
perature change reflect the level of arterial occlusion. 
(4) Pulsation of peripheral vessels: Dorsalis pedis, 
posterior tibial, popliteal and femoral arteries. Of 
these the first named is the most important. 

Early in his diabetic education, the patient must 
be informed regarding the possible danger to his 
feet from hot water bottles, electric pads, hot bricks, 
heaters, corn “cures”, strong disinfectants as lysol 
and tincture of iodine, new shoes worn for too long 
a time at first and the improper cutting of corns and 
calluses. He must be taught that prevention is far 
better than any treatment available today. He must 
be told to guard carefully against any break in the 
skin over the feet and to report to his physician if 
any infection develops. 

When infection or gangrene or both have de- 
veloped, treatment must be suited to the condition 
at hand. The simplest and often most effective single 
rule in treatment—and yet the one most commonly 
disregarded—is that of putting the affected part at 
complete rest. Almost always the patient should be 
confined to bed and kept strictly off his feet. It is 
difficult to enforce this rule unless the patient is in 
the hospital because at home the patient reasons that 
a few minutes on his feet two, three, or more times 
a day to go to the bathroom or to meals can do no 
possible harm. However, time after time one sees a 
lesion heal in a few weeks when the patient is kept 
off his feet, whereas months of partial limitation of 
activity at home has failed to accomplish this. 

In the presence of acute infection particularly with 
lymphangitis, hot moist compresses (with the skin 
protected) constantly or at hourly or two-hourly 
intervals are helpful. Local medication is relatively 
unimportant in acute conditions although in more 
chronic stages may be of benefit. Hexylresorcinol is 
a safe, mild antiseptic though in open lesions it 
should be diluted to one-fourth strength with sterile 
water. Dakin’s solution is helpful in the treatment of 
sloughing, infected lesions but care should be taken 
to protect the surrounding skin from irritation. 

One knows that it is useless to carry out local, 
minor amputations in a cold, pulseless foot. It is at 
times difficult to convince a patient of this, particu- 
larly if the local lesion is small. Occasionally, in a 
foot in which although no pulse can be felt, a good 
collateral circulation seems present, amputation of a 
toe, as for osteomyelitis, may be justifiably attempted 
although one avoids suturing the operative wound. 

Attempt should be made to avoid radical surgery 
whenever possible but all too often such conserva- 
tism is carried too far. Patients are allowed to nurse 
a painful, gangrenous toe or foot for months in the 
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hope of eventual recovery. Not only is the patient in- 
capacitated and kept suffering for this long period 
but also he is made to spend most unprofitably what 
may be a large fraction of his remaining life. One is 
sobered by the fact that in our clinic a recent study 
has shown that within three years after the onset of 
gangrene, 100 of 166 patients had died. The cause 
of death was in most instances some manifestation 
of arteriosclerosis: periphreal gangrene, coronary 
thrombosis, or cerebral hemorrhage. 

With most patients with gangrene who lack pulsa- 
tions in the dorsalis pedis and popliteal arteries of 
the affected extremity, the simplest and most satis- 
factory type of amputation is that through the ex- 
treme lower part of the thigh. Patients who are 
relatively young, who are of heavy build and whose 
occupation involves much standing may obtain great- 
er satisfaction from the Gritti-Stokes procedure. In 
occasional patients amputation through the lower 
leg is possible, thus preserving the knee joint. Or- 
dinarily, the skin edges are sutured without the in- 
sertion of drainage tubes. The wounds usually heal 
by first intention. Almost invariably low spinal 
anaesthesia is used. 

Reserved as a life-saving operation is the guillo- 
tine amputation usually done through the lower leg 
when extensive infection and gangrene of a foot, ex- 
tending lymphangitis, fever and poor clinical condi- 
tion point to a septicemia, present or impending. 
The skin, muscles and bones are cut through in one 
plane and the wound allowed to remain without 
suturing. If this procedure brings about recovery 
then several days or a few weeks later a second op- 
eration, the usual low thigh amputation, is carried 
out. 

Passive vascular exercise may be of value in em- 
bolism of a peripheral artery just as it is in non- 
diabetic individuals but our experience has shown it 
to be of little or no value in the slowly progressing 
arterial occlusion and the local thromboses of arteries 
and veins as commonly seen in diabetic patients. It 
should never be used when infection is present. In- 
termittent venous stasis as advocated by Collens* has 
not been given sufficient trial to warrant judgment 
as to its value. For patients confined to bed because 
of lesions in subacute or chronic stages, Buerger ex- 
ercises are ideal particularly when combined with 
light exercises involving the use of the arm and 
shoulder muscles. 

Following operations and particularly major am- 
putations, patients should be allowed beds with 
Balkan frames and handles to allow movement in 
bed. Rubber draw sheets should be avoided. Pa- 
tients should be turned every two hours, day and 
night, to avoid irritation of the skin over the back. 
The remaining foot should be covered with a woolen 
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"sock and the heel kept from touching the bed by 
support from a small hair pillow placed under the 
distal part of the lower leg. 


COMMENT 


The treatment of diabetes and its complications 
now claims a larger part of the time and thought of 
the physician than ever before. Even during the last 
five years, crude death rates (reflecting increased 
morbidity) have continued to rise. To a large extent 
this is due to the increasing length of life in the gen- 
eral population, thereby raising the proportion of 
older persons, especially women, in this and other 
countries. More and more persons are living into the 
age zone in which diabetes is most common. Fur- 
thermore, with insulin the diabetic patient lives 
longer so that now his life expectancy approaches 
nearer and nearer that of the non-diabetic individual. 
Insulin has given life to the juvenile and adolescent 
diabetics and made it possible for them later to 
marry and have children. There are now probably 
a half million diabetic persons in the United States. 


Our responsibility to these patients and in turn 
our satisfaction and pleasure in their care are all the 
greater because of the fact that with careful treat- 
ment essentially normal health (for the age of the 
person concerned ) can usually be restored. Whatever 
the cause of diabetes may be, whether within or out- 
side the pancreas, the fact remains that restriction of 
diet and the supplying of an appropriate amount of 
insulin transform the patient into an essentially nor- 
mal individual. 

Since at present diabetes is controllable but not 
curable, it is our further responsibility to instruct pa- 
tients regarding their disease and its possible com- 
plications. Thus, although we do not understand 
fully as yet the cause of premature arteriosclerosis, 
we can instruct middle-aged and elderly patients and 
their families regarding the proper care of the feet 
so that complications incident to the sclerosis of 
peripheral vessels may be avoided in so far as possi- 
ble. Diabetes is a day-in-and-day-out, a lifetime con- 
dition; treatment and instruction must be planned 
accordingly and made simple, easily followed over 
years of time and yet thorough and inclusive. 
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PELLAGRA IN KANSAS* 


D. V. Conwell, M.D. 
and 
L. W. Hatton, M.D. 


Halstead, Kansas 


Pellagra is not a rare disease in Kansas. From 
1914 to 1936 the United States Public Health Ser- 
vice! reported 248 deaths from pellagra in Kansas. 
From 1928 to 1938 we observed forty-five patients 
with pellagra. Thirty-one of these forty-five pati- 
ents resided in Kansas and the remainder resided in 
the neighboring states. Two of these patients died 
from the disease. Comparison of the United States 
Public Health Service mortality figures with our 
mortality rate and incidence strongly suggests that 
pellagra is much more common in this region than 
is generally recognized. Pellagra is easily overlooked 
in the midwest because its prevalence is not realized 
and because there are subclinical as well as very posi- 
tive forms of the disease. As we became increasingly 
aware of the disease our incidence for the past four 
years surpassed that of the preceding six years. 


MATERIAL 

Forty-two of these patients were females and three 
were males. They lived on farms or in small towns. 
Most of them were housewives or domestics. Twen- 
ty-seven of the patients had the mild or subclinical 
and eighteen had the severe or more readily recog- 
nized form of the disease. The age range was from 
twenty-eight to seventy-four. The average age of the 
patients with mild pellagra was fifty-two and with 
severe pellagra was forty-five years. 

ETIOLOGY 

Pellagra in Kansas is not due to regional dietary 
deficiency. It follows the personal and persistent use 
of faulty diets, the use of therapeutic diets and path- 
ological conditions that interfere with metabolism. 
The striking dietary deficiency was fresh meat. 
Achlorhydria was common and seemed to decrease 
the protective value of meat. Twenty-nine of these 
patients had a psychoneurotic background, three pa- 
tients had primary gastro-intestinal malignancies or 
ulcerations, one had chronic nephritis, one had 
diabetes mellitus, five had used therapeutic diets and 
six lacked proper food balance because of finances. 
The therapeutic diets used were either the Sippy or 
the low protein diet. 

PATHOLOGY 


An autopsy was obtained on one of the two pati- 
ents that died from pellagra. This woman was fifty- 
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seven years of age. She had been nervous and had 
nervous indigestion with anorexia for ten years. 
During the six months preceding her death, she had 
insomnia, was depressed and lost 35 pounds in 
weight. General weakness and ataxia appeared three 
months and the dermatitis on the exposed skin sur- 
faces was observed two months before her death. 
When she was first examined on April 22, 1929, 
she was emaciated, pale, sallow, asthenic, confused, 
disoriented and emotionally unstable. The tongue 
showed a moderate grade of papillary atrophy, her 
pulse was eighty-four and blood pressure one-hun- 
dred systolic and sixty-five diastolic. The dorsums 
of the hands and the lower portion of the face were 
slightly red, rough, scaly and thickened. The vaginal 
mucosa was atrophic. The deep reflexes were absent 
and there was rather marked deep sensory loss. The 
anal sphincter tone was poor. She could not sit up 
or walk without assistance. The laboratory findings 
were not remarkable except for a moderate grade of 
anemia. While she was in the hospital, diarrhea ap- 
peared. The mental confusion and asthenia pro- 
gressed. She went into coma on May 25, 1929 and 
died May 28, 1929. At autopsy the only positive 
findings were the atrophic glossitis and vaginitis, 
degeneration of the anterior and posterior horn celis 
and diffuse degenerative changes of the spinal cord 
tracts most marked in the posterior and lateral col- 
umns, Fig. 1. It was of interest that pellagra severe 
enough to cause death produced relatively insignifi- 
cant skin changes. 
SYMPTOMS 

The symptoms of pellagra are multiple. We com- 
piled from the histories of these patients the com- 
plaints most common to the entire group, Table 1. 
In the event there was a coexisting disease the 
symptoms were colored by its presence. Acute ex- 
acerbations followed surgery, gestation, shocks, grief, 
and intercurrent acute illnesses. Exacerbations oc- 
curred in all seasons but were most common in the 
spring and fall. 

The course of the uncomplicated mild case was 
chronic and was usually preceded by a psychoneur- 
osis. The patients with mild or subclinical pellagra 
usually seek relief because of nervousness, weakness 
and abdominal distress. Their appetites and diets are 
poor. They have a vague sense of gas and distress in 
the epigastrium somewhat relieved by eructation. In- 
definité and variable nervous symptoms, general 
weakness, vertigo, insomnia, soreness of the tongue 
and irregularity of the bowels occur frequently. At 
intervals the exposed skin surfaces become dry, 
brown, thickened and scaly. During the quiescent 
stage no more than local skin atrophy and increased 
pigmentation may be seen. About half of these pa- 
tients have or have had mental confusion, numbness 


and tingling of the feet and fingers, vaginal tender- 
ness, pruritus, burning, soreness and discharge and 
frequent burning urination. Without treatment these 
symptoms vary but gradually become more severe. 

Severe pellagra may run a chronic but usually fol- 
lows a subacute and occasionally a fulminating course. 
One of these patients died in the sixth month of the 
disease. The common entrance complaints are skin 
lesions, nervousness and diarrhea. The symmetrical 
dermatitis on the exposed skin surfaces is usually 
marked. The skin lesions may be acute, red, rough, 
thickened, raw and blistered. The acute dermatitis 
never lasts more than a few weeks. It is followed by 
a brownish, thickened, cracked and sometimes crusted 
skin. This latter dermatitis may appear without a 
previous acute stage. These patients are often restless, 
irritable, flighty and have difficulty in concentra- 
tion. They have insomnia, headache, vertigo, general 
weakness and numbness, tingling and awkwardness 
of their hands and feet. The episodes of mental con- 
fusion are frequent and severe. The outstanding 
mental reaction is an acute confusional psychosis or 
delirium with noisiness, restlessness, disorientation, 
active delusions of persecution and occasionally 
hallucinations in the visual and auditory fields. They 
may be depressed. Diarrhea is common, appears 
early, rather rapidly becomes severe and alternates 
with constipation. They have had poor and irregular 
appetites and diets. Burning, tenderness and itching 
of the vagina associated with an irritating discharge 
is quite common and may be the chief complaint. 


FINDINGS 

The nutritional state of the patients with mild 
pellagra was fairly good. They were nervous, irrita- 
ble, asthenic, restless, emotionally unstable and in- 
clined to have transitory episodes of mental con- 
fusion. The reactions of the pupils were sluggish. 
The visible mucous membranes tended to be atro- 
phic. The variations in this atrophy were consider- 
able. The papillary atrophy of the tongue might in- 
volve only the tip or the margins. They had moderate 
cardiovascular instability. Their abdomens were dif- 
fusely tender and spastic. The exposed skin surfaces 
were usually dry, rough, brown, thickened and often 
presented cracks and scaling, Fig. 2. They had active 
reflexes, normal sensations and intact sphincters. 


The patients with severe pellagra were malnour- 
ished. They were very nervous, restless, often inco- 
herent and frequently were unable to give a history 
because of mental confusion. In this confusion they 
were disoriented, fearful, noisy and uncooperative. 
The pupillary reactions were sluggish. Their speech 
was thick. The tongue was atrophic, Fig. 3, and the 
throat was red and dry. The gingivae were spongy 
and red. Cardiovascular instability was marked. The 
pulse rates and pulse pressures were increased. The 
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TABLE I 


Severe cases Mild cases 
cent 


Symptoms 
Skin lesions 


Sore tongue 

Vertigo 

Diarrhea 

Constipation 
Abdominal distress 
Diet—no meat 
Diet—little meat 
Diet—irregular 
Vaginal paresthesia & discharge 
Nausea and vomiting 
Numbness and tingling 
Burning skin 


Anorexia—marked 
Anorexia—moderate 


abdomens were flat or distended, diffusely tender 
and quite spastic. Vaginal mucosa atrophy was com- 
mon and was associated with hyperasthesia. The ex- 
posed skin surfaces were moist or dry, reddish or 
brown, presented cracks, oozing, blisters, thickening 
and desquamation, Figs. 4 and 5. There was general 
weakness. The reflexes often were hyperactive but 
with marked decrease in the deep sensations, the 
knee jerks and tendoachilles reflexes were absent. 
Babinski’s sign was absent. Some of the patients had 
poor sphincter tone and control. 
LABORATORY FINDINGS 


A reliable laboratory test for pellagra is lacking. 
The decolorization of lugol’s solution by the blood? 
was present or positive in sixty-five per cent of the 
twenty-three patients tested. Six of the seven tests 
made on patients with severe pellagra were positive. 
The free hydrochloric acid was below thirteen in 
twenty-seven per cent of the mild and eighty-five 
per cent of the severe cases. The gallbladder of one 
of three patients did not visualize on the Graham- 
Cole test. Barium meals of fifteen patients showed 
ten normal and five with partial pyloric obstruction. 
Three of these obstructions were from functional 
spasm, one from the scar of an old ulcer, and one 
from a carcinoma. Ten barium enemas showed seven 
normal, one spastic and one atonic colitis and one 
carcinoma of the transverse colon. The urine was 
usually normal. Secondary anemia was common and 
in the clinical group was moderately severe. Blood 


Wassermanns and spinal fluid findings were uni- 
formly normal. 


DIFFERENTIAL DIAGNOSIS 


Our differential diagnostic problems included 
psychoneirosis, thyrotoxicosis, primary anemia, 
syphilis, primary gastro-intestinal tract lesions and 
the major psychoses. Psychoneurotics can and often 
do progress to pathological malnutrition and in the 
event that the metabolic fault leads to pellagra, the 
symptoms are interwoven. In the mild cases, the 
tongue atrophy, gastric content changes and the skin 
lesions may be slight and the diagnosis of pellagra 
debatable. Here the clinical response to treatment 
for pellagra is a diagnostic point. In the severe cases 
the nervous, mental, mucosa, skin and gastric con- 
tent changes are pronounced enough to allow little 
argument, even though the background of the situa- 
tion may have been a psychoneurosis. Thyrotoxicosis 
with its rapid pulse, high pulse pressure, nervous- 
ness, mental change and weight loss presents a diffi- 
cult differential diagnostic problem at times. The 
patients with hyperthyroidism may have bronzed 
skin. The presence of a goiter, with a greater degree 
of cardiovascular instability, increased basal meta- 
bolic rate, the character and location of the derma- 
titis and lack of mucosa or gastric content changes 
simplifies this problem. Primary anemia occasion- 
ally simulates pellagra. The blood picture differen- 
tiates them. Syphilis must be excluded by the sero- 
logy. X-ray examinations are frequently necessary to 
exclude a primary gastro-intestinal tract lesion as the 
cause of the nutritional fault. Patients with a major 
psychosis, especially manic depressive psychosis and 
schizophrenia are often subjected to fauity diets be- 
cause of the mental condition, but the chronological 
history is very valuable in the differential diagnosis. 
The psychosis of pellagra is a disorganized con- 
fusional state associated with gastro-intestinal and 
skin changes which are less pronounced but not rare 
in the major psychoses. 


PROGNOSIS 
Two of these patients died from pellagra and two 
died from gastro-intestinal carcinomas. The patients 
with severe pellagra usually made a good recovery 
from the disease in about a year and their experience 
was sufficient to make them continue their treatment 
to prevent relapses. The mild pellagras improved 
within a few months but they had difficulty in main- 
taining an adequate diet and they often had minor 
relapses. 
TREATMENT 
The treatment must include a balanced high 
caloric diet with plenty of beef and liver. Fruit 
juices may be helpful. Liver extract orally or par- 
enterally should be used. Brewers yeast as yet is the 
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most satisfactory source of vitamin B and should be 
given in doses up to a heaping tablespoonful three 
times daily. Dilute hydrochloric acid is of value 
especially for the control of vertigo and diarrhea. 
Nicotinic acid may be helpful but to date its de- 
pendability is too questionable to include it as a 
major part of the therapy. Small blood transfusions 
are occasionally necessary. If the skin is moist, mild 
astringent packs are needed and if it is dry, oint- 
ments with an oil base are used. Symptomatic care 
and sedation are essential. 


SUMMARY 

Pellagra occurs in Kansas. During the past ten 
years we have observed forty-five patients with pella- 
gta. Thirty-one of these patients were native Kan- 
sans. Twenty-seven had the mild type and eighteen 
had the severe type of the disease. Forty-two of the 
patients were females. The most common background 
of the illness was psychoneurosis. The pellagra was 
secondary to primary gastro-intestinal lesions in three 
instances. The symptoms and findings of typical 
pellagra are subject to marked variations. Four of 
these patients have died, two from the disease and 
two from gastro-intestinal carcinomas. Remissions 
usually followed adequate therapy but relapses were 
difficult to avoid if the patient failed to maintain a 
balanced diet. Treatment of the pellagra does not 
eliminate an underlying psychoneurosis. 
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A FEW OBSERVATIONS IN 
FORTY-NINE CASES OF 
EPIDEMIC PAROTITIS 


E. Robert Schwartz, M.D. and 
M. W. Husband, M.D.* 


Manhattan, Kansas 


During the school year of 1937-1938, we observed 
forty-nine cases of mumps (epidemic parotitis) dur- 
ing their entire two weeks’ quarantine period. The 
temperatures, white blood and differential counts 
and complications in these cases are presented in 
this report. As far as we can ascertain there have 
not been any studies of this nature presented in the 
American literature during the past ten years, and 
even more than two decades ago Feiling’ stated, 
“Few observations appear to have been made on the 
blood in mumps, and the subject is not even men- 
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tioned in most text books.” 

The first case appeared on December 1, 1937, and 
the last one on May 25, 1938. There were thirty-four 
males and fifteen females, or a ratio of approximately 
two to one. 

One hundred white blood cell and differential 
counts were done on the forty-nine patients. Each 
patient had at least one white blood cell and 


TABLE I 
“W. b. c. per cubic millimeter Number of counts 
4000- 5000 2 
5000- 6000 15 
6000- 7000 11 
7000- 8000 19 
8000- 9000 6 
9000-10000 10 
10000-11000 12 
11000-12000 4 
12000-13000 
13000-14000 1 
14000-15000 6 
15000-16000 1 
16000-17000 2 
17000-18000 2 
18000-19000 
22000-23000 1 


Table I shows the relationship between the num- 
ber of counts and the number of white blood cells 
per cubic millimeter. 


~~ 


differential count; twenty-three patients had one 
count, eleven patients had two counts, nine patients 
had three counts, three patients had four counts, two 
patients had five counts, and one patient had six 
counts. The lowest white blood cell count was 4100, 
and the highest 22,000 per cubic millimeter. Table 
I shows the grouping of the counts per cubic milli- 
meter. It can be seen that seventeen per cent had a 


~ 


TABLE II 
Neutrophile (% ) 30 | 40 | 50 | 60 | 70 | 80 
Lymphocytes ( % ) 70 | 60 | 50 | 40 | 30 | 20 
Number of blood counts | 2 | 10 | 18 | 47 | 17 | 6 


Table II shows the range of the differential count. 


subnormal count, 4000-6000; thirty per cent had a 
normal count, 6000-8000; twenty-eight per cent had 
a mild leucocytosis, 8000-11,000; and twenty-five 
per cent had a moderate to severe leucocytosis, above 
11,000. These findings agree in part with those of 
Feiling, who concluded in.a review of forty-two 
cases that there was a slight increase in the total 
number of leucocytes. 
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TABLE III 


Day of quarantine period 


8| 9{ 10] 11 | 12 | 13 | 14] 15 and above 


Number of elevated 
thi. 4 


temperatures 24 | 17 


Table III denotes the relation of the number of el- 


evated temperatures to the. quarantine period day. 


Table II shows the relationship between the poly- 
morphonuclear cells and the lymphocytes, and re- 
veals that in more than seventy-five per cent of the 
cases there was a lymphocytosis. Feiling in his forty- 
two cases found a lymphocytosis which was both 
relative and absolute. The finding of a lymphocy- 
tosis was a valuable aid to us in the differential 
diagnosis of a unilateral parotid swelling, where the 
etiological factor could have been due either to an: 
infected tooth or epidemic parotitis. Feiling con- 
cluded that the changes in the blood were of distinct 
diagnostic value in differentiating mumps from 
other inflammatory swellings of the parotid or sub- 
maxillary glands. 


Seven of the patients did not have an appreciable 
febrile reaction, ie. 99.6 degrees or over, while 
forty-two did. Table III indicates the relationship 
between the quarantine period day and the number 
of elevated temperatures. It will be noted that the 
greatest number of elevated temperatures occurred 
during the first four days. The highest temperature 
found was 104.8 degrees in a case complicated by 
orchitis. 


Ten or 29.4 per cent of the males developed 
orchitis. This complication was found by Cecil? in 
fifteen to thirty per cent of cases and by Hemple- 
mann? in fifteen to twenty per cent. Dukes* found 
that in a series of twenty-three patients, orchitis oc- 
curred in 37.5 per cent of the cases. There did not 
seem to be any definite time in the quarantine 
period for the development of this complication, 
since in several of our cases the orchitis was present 
at the onset of the parotid swelling, in a few the 
orchitis developed after the parotid swelling had be- 
gun to recede, and in one case the orchitis developed 
one week after the patient was released from quaran- 
tine. Chauvin® reviewed a series of sixty-five cases 
and found that the orchitis could develop from the 
third to the eighteenth day of the disease. Contrary 
to the opinion that orchitis seldom occurs in patients 
who are kept in bed a full week, Dukes found that 
in a series of thirty cases, twenty per cent developed 
orchitis, though all had been confined to bed for 
eight days. All of our patients were kept fully con- 
fined to bed for at least ten days, yet in five the 
orchitis developed from the third to the seventh day 


of the quarantine period. 


In our cases complicated by orchitis the average 
white blood cell count was 9,802 per cubic milli- 
meter, and the relationship between the polymor- 
phonuclear cells and the lymphocytes is shown in 
Table IV. Here again we find a lymphocytosis. 
Feiling found that orchitis does not invariably alter 
the blood picture, and we concur with this author. 


SUMMARY 
1. Forty-nine cases of epidemic parotitis were re- 
viewed in respect to white blood cell and differential 
counts, temperature range and complications. 


2. One hundred white blood cell counts were 
done. Seventeen per cent had a subnormal count, 
thirty per cent had a normal count, twenty-eight 
per cent had a mild leucocytosis, and twenty-five per 
cent had a moderate to severe leucocytosis. In seventy- 
five per cent of the cases there was a lymphocytosis. 


3. The greatest number of elevated temperatures 
occurred during the first four days of the quarantine 
period. 


TABLE IV 


| 30 | 40 | 50 | 60 
Lymphocytes (% ) | 70 | 60 | 50 | 40 
Number of blood counts! 1] 3 61] 11 | 

Table IV shows the range of the differential count 
in ten cases of orchitis. 


70 | 80 
30 | 20 


Neutrophile (%) 


4. Ten or 29.4 per cent of the males developed 
orchitis. (a) The average white blood cell count 
was 9,802 per cubic millimeter, and a lymphocytosis 
was the rule. (b) Orchitis was found to occur at 
any time during the quarantine period. 


In conclusion it may be noted that the findings in 
this series of cases corroborate those which have been 
found to be characteristic of epidemic parotitis. 
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PARALYTIC ILEUS 
Wilfred Cox, M.D. 
Wichita, Kansas 


The experimental work done on intestinal ob- 
struction and paralytic ileus has been a help in de- 
termining the treatment of these conditions and has 
made it possible for the surgeon to give a more fav- 
orable and accurate prognosis. 

Hartwell and Houget' demonstrated that animals 
with obstruction could be kept alive for long periods 
of time by the administration of large amounts of 
normal saline solution. Haden and Orr? further 
showed that there was a decrease in the blood chlor- 
ides and a rise in the carbon dioxide combining power 


in obstruction and by the administration of normal 


saline and glucose, the blood chlorides could be held 
up and acidosis decreased. Moon and Morgan® have 
shown that an extract from the mucosa from the ob- 
structed intestine produces a marked fall in blood 
pressure. The absorption of toxins in intestinal ob- 
struction is a factor in the production of death’. 

Murphy and Brooks*, Schumacher and Watten- 
berg®, Gatch, Trusler and Ayres*, Dragstedt’ et al, 
demonstrated experimentally that strangulation fa- 
vors the absorption of toxic material from the intes- 
tinal lumen and that in experimental closed loop 
obstructions, the shorter the loop, the more rapid 
is the intoxication. 

Enderlen and Hotz®, Braun and Boruttau’, Esau", 
and Heusser and Schar™ state that absorption from 
the intestine is decreased as soon as the obstruction 
begins. Muller’* showed that in ileus there is an in- 
creased secretion into the gut lumen. Morton" found 
that in obstruction there was greater pressure within 
a loop of the duodenum than one of the lower 
ileum, and that the duodenum secreted from five to 
ten times as much fluid as the ileum in a given period 
of time. Obstruction high in the intestinal tract has 
a greater mortality than that of the lower bowel. 
Dr. R. L. Santa® inserted balloons into the rectum 
and lower bowel and inflated them with air, and 
produced pain, nausea, feeble pulse and clammy 
sweat (shock) by over distention of the bowel. 
Therefore, distention of the bowel in intestinal ob- 
struction is also a factor in the production of shock 
and death. 

Wagngensteen’ with the Levin tube and constant 
negative pressure was able to remove the fluid from 
the stomach and small intestine. The distention was 
relieved, toxic material removed and edema at the 
obstructed area decreased. 

Wangensteen'® and Ochsner’? have shown that 
the x-ray is a benefit in the differential diagnosis of 
the ileus and strangulated obstruction. Seed, Falls 
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and Fantus!®, stated that the routine use of pitressin 
before and after laparotomies was not notably bene- 
ficial. 

Abbott and Johnston’ report the use of a two 
lumen tube, or two tubes tied together, (one used 
for suction and one for inflating a small balloon) in 
the treatment of intestinal obstruction. The tube is 
passed down to the obstructed area and by the in- 
jection of small amounts of barium sulphate sus- 
pension, the nature of the obstruction can often be 
determined. In some instances the decompression 
alone has released the obstruction rendering operation 
unnecessary. 

The Wangensteen apparatus, the Tomac Gastro- 
Evacuator, and the above apparatus were used on the 
following cases. 

The following cases are reported to show that in 
paralytic ileus, the bowel may fail to function nor- 
mally for five days with no passage of gas or fecal 
material during that time, and then pass gas and the 
bowels move two or three times and the intestines 
resume their normal function; 

Case No. 1—K. L. Female, age fifty-two. 
10-2-36—Operated for perforated gangren- 
ous appendicitis. 
10-8-36—Levin tube inserted (negative pres- 
sure) because of abdominal pain, distention, and 
no relief from enema. 
10-13-36—Medium amount of soft stool and 
flatus expelled. 
10-14-36—Levin tube removed. 
10-15-36—Large amount of liquid stool with 
flatus expelled. Uneventful recovery, and no 
further surgery required. 
Case No. 2—2Z. M. S. Female, age nineteen. 
11-20-37—Operated for acute gangrenous 
appendicitis. 
11-25-37—Levin tube inserted (negative 
pressure) because of abdominal pain, distention 
and vomiting. Colon tube was inserted, no flatus 
returned. 
12-1-37—Flatus passed, and large amount of 
liquid brown stool. 
12-1-37—Levin tube removed. Uneventful re- 
covery. 
Case No. 3—H. D. Male, age forty. 
9-13-35—Operated for acute gangrenous ap- 
pendicitis. 
9-13-35—Levin tube inserted (negative pres- 
sure) because of vomiting and distention. 
9-16-35—Liquid stool and flatus passed. 
9-16-35—Levin tube removed. Uneventful 
recovery. 
Case No. 4—J. P. Female, age fifty. 
12-18-35—Operated for obstructed gall blad- 
der with perforation. 


il 
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12-18-35—Levin tube inserted (negative 
pressure) because of distention pain in the ab- 
domen and vomiting. 

1-1-36—Levin tube removed. Uneventful re- 
covery. 


1 
F i 
A 
A—Levin tube. 


B, D, & ae making it possible to start the suction or 
clean the Levin Tube without disturbing the rest of 
apparatus . 

C—Glass T-tube. 

F—Rubber tube connecting glass T-tube to the bottle. 

G—1 gallon bottle with rubber cork having two holes. 

H—Four-foot rubber tube for suction from upper bottle to 
lower bottle. 

I—1 gallon bottle containing small amount of water. 


Case No. 5—D. C. P. Male, age forty. 
6-24-35—Pyloroplasty for gastric ulcer. 
6-24-35—Levin tube (negative pressure) in- 

serted when awake. 
6-29-35—Soft formed stool and flatus passed. 
6-29-35—Levin tube removed. Uneventful 
recovery. 

Case No. 6—F. G. Male, age fifty-four. 

3-11-37—Gastro-enterostomy for carcinoma 
of the stomach. 
3-11-37—Levin tube inserted when awake 
(negative pressure). 
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3-16-37—Liquid and formed stool after 
enema. 
3-16-37—Levin tube removed. Uneventful re- 
covery. No further surgery has been required at 
this time. 
Case No. 7—V. L. Female, age twenty-two. 
4-7-37—Entered hospital with pelvic peri- 
tonitis. 
4-7-37—Levin tube inserted (negative pres- 
sure) because of abdominal distention, pain in 
abdomen and vomiting. 
4-11-37—Liquid and formed stool passed. 
4-11-37—Levin tube removed. Uneventful re- 
covery. 
Case No. 8—W. J. S. Female, age thirty-eight. 
3-14-37—Cholecystectomy. 
3-14-37—Levin tube inserted when awake 
(negative pressure ). 
3-20-37—Fiatus and liquid and formed stool 
passed. 
3-20-37—Levin tube removed. Uneventful re- 
covery. 
Case No. 9—-B. E. Male, age thirteen. 
9-13-37—Admitted to hospital with peri- 
tonitis (perforated appendicitis). 
9-18-37—Appendiceal abscess drained. 
9-20-37—Levin tube inserted (negative pres- 
sure) because of severe abdominal cramps, dis- 
tention and vomiting. 
10-28-37—Small liquid stool and flatus 
passed. 
10-31-37—Levin tube removed. 
11-2-37—Levin tube re-inserted because of 
severe abdominal pain, distention and vomiting. 
11-7-37—Liquid stool and flatus passed. 
11-7-37—Levin tube removed. 
11-9-37—Appendectomy (organic intestinal 
obstruction (adhesive band (freed). 
11-9-37—Levin tube re-inserted (negative 
pressure) when awake from surgery. 
11-13-37—Small liquid stool and flatus 
passed. 
11-13-37—Levin tube removed. Uneventful 
recovery. 
CONCLUSION 
There is experimental evidence that lowering of 
the blood chlorides and acidosis, absorption of toxins 
from the obstructed area and above, and distention of 
the bowel play a part in the production of death in 
paralytic ileus and intestinal obstruction. In para- 
lytic ileus, the bowel may fail to function normally 
for five days and then resume its normal function 
and no abdominal surgery for the ileus is required. 
If the suction does not give relief, or if the use of the 
tube has to be repeated, early surgery should be 
seriously considered”®. 
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CONVULSIVE SHOCK THER- 
APY IN THE INVOLUTIONAL 
PSYCHOSES 
G. Wilse Robinson, Jr., M. D. 


Kansas City, Missouri 


The involutional psychoses may be defined as 
those abnormal mental states which seem to develop 
in the involutional (the decline) period of life that 
have no background of cerebral pathology, such as 
syphilis or arteriosclerosis: Since the predominant 
symptom is depression with melancholia, the term 
“melancholia” was used first by Kraepelin', who 
described it as involutional or pre-senile process. 
This is the concept today, although it has been 
attacked in the past. There is a new concept de- 
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veloping which may in the end eliminate the in- 
volutional element from the group and classify all 
melancholias, regardless of age, into one classification. 
It is already preferable for some purposes to use the 
term “agitative-depressive psychoses” in speaking of 
the melancholias of this group and both the younger 
and older age groups which either have not started 
through the involutional period of life or which have 
already passed through it. 

The qualifying word “agitative” is used because 
the second important symptom is apprehension with 
agitation. This symptom is almost always found in 
these cases, and is frequently mistaken for mania. 

We have attempted to define simply and briefly 
the type of case that is particularly affected by a 
new treatment approach. We may say that any 
case of depression without maniacal interludes should 
receive the treatment, and it is particularly indi- 
cated in both men and women between the ages 
of forty and seventy who have a mental condition 
with a high emotional content that is not due to 
syphilis, arteriosclerosis or other organic diseases. 

When Sakel? and von Meduna? proposed insulin 
and metrazol shock respectively for the treatment of 
schizophrenia (dementia praecox), it seemed that 
at last psychiatry had had placed in its hands a new 
specific treatment for a heretofore untreatable con- 
dition. Reports continued to be confirmatory of the 
efficiency of the treatments, although no one has 
duplicated the original results. However, the treat- 
ments are established, and with moderate restrictions 
have a wide indication. 

It is only natural that, with the good results in 
one type of functional disease of the nervous system, 
other chronic mental disorders would be treated by 
these methods. In the condition under discussion, 
Bennett‘ was apparently the first investigator to make 
a report of the use of metrazol on a suitable series of 
cases. His first series of ten has now reached 359. 
He reports good results in the agitative-depressive 
psychoses, some of his patients being sixty-five 
years of age. All of these patients were treated with 
metrazol convulsive shock after some of the early 
cases had been treated with insulin with no results. 

The staff of the Neurological Hospital has now 
treated ten patients of the agitative-depressive type 
with metrazol convulsions, six women and four men. 
The youngest was thirty-six and the oldest seventy- 
three. Eight patients made an excellent improvement 
and are now back in their former occupations or at 
home attending to their household duties. One is 
much better, but has some defects. The other case 
showed improvement, but relapsed. She received no 
further treatment. 

The simple statement that eight out of ten cases 
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made an excellent recovery is hardly sufficient to 
illustrate the value of the treatment. Of these eight 
cases, four were women and four were men. The 
women had had agitation with depression for an 
average of one year before admission. They had all 
had thorough treatment with massive doses of theelin 
and they had all become progressively worse while 
taking the glandular treatments. They had reached 
the point where loss of weight was endangering 
their lives and the problem of insomnia was acute. 
They were patients who had only a future of cus- 
todial institutionalization to which to look forward. 
The men were likewise chronic. There had been no 
glandular extracts used on these patients, but they 
had reached the stage of depression and loss of confi- 
dence where they likewise had no future. 

Kraepelin! said that thirty per cent of the cases 
of melancholia would have a spontaneous remission 
in time. The rest would never recover. It has been 
our experience that those patients who had a spon- 
taneous remission were hospitalized for from six to 
eighteen months. The eight patients in our series 
averaged six weeks in the hospital, one week for 
preliminary examination, four and one-half weeks 
under treatment, and three to seven days’ obser- 
vation after the treatments were finished. 


The treatments are given at intervals of from two 
to four days, depending on many clinical factors. 
Each treatment consists of the injection of from 
four to ten cc of metrazol intravenously, which is 
quickly followed by a generalized convulsion lasting 
about one minute. Following this there is a period 
of restlessness followed by relaxation and usually 
sleep. From six to ten treatments are given to each 
patient. 

A convulsion is usually a terrifying thing, and 
many people consider that there is great danger con- 
nected with the treatment. This apparently is not 
true. None of our patients showed any signs of 
serious physical complications. Two cases had a 
rather severe myocardial disease, and repeated elec- 
trocardiograms showed that there was little effect 
upon the heart as a result of the convulsions. 

There has been an occasional death from metrazol 
reported. No statistics of the mortality rate have as 
yet been compiled. It is probably about as dangerous 
as an operation for uncomplicated appendicitis. 
Every worker in this field feels that the treatment is 
justified in the face of apparent chronicity, a common 
outcome of all cases of agitative-depressive psychoses. 

The patients should be given every opportunity to 
get well under former methods of treatment. Gland 
extracts, diet support and controlled rest should be 
tried. But if after a few weeks these methods have 
failed to bring about improvement, the physician 


must realize that he is more than likely faced with a 

chronic problem and other plans should be made. 

Metrazol convulsive shock is probably indicated. 
SUMMARY 

Metrazol convulsive shock therapy is indicated in . 
patients with melancholia, depression and agitation 
as the principle symptom complex. 

The cases do not have to be severe before the 
treatment is started. It is best to start treatment as 
soon as it is seen that gland therapy and supportive 
therapy have not brought about a noticeable im- 
provement. 

Metrazol therapy acts quickly. Long hospital- 
ization periods are cut to a few eeks. 

Metrazol therapy is not dangerous in experienced 
hands if every possible precaution and safeguard are 
taken. 
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TRANSFUSION OF TYPES 1, 2, 
AND 4 BLOOD INTO A 
TYPE 1 RECIPIENT* 


Maurice A. Walker, M.D., 
Marie Carr, A.B., 


Kansas City, Kansas 
and 
Glenn A. Pearson, M.D., 
De Soto, Kansas 


Blood of type 4** from “universal donors” is 
regularly transfused into patients having blood of 
any of the other three types. It is not so often kept 
in mind that patients whose blood is type 1 may 
safely receive blood of any of the other types and be 
considered “universal recipients.” 

REPORT OF CASE 

A white woman, aged fifty-five, had a concentra- 
tion of hemoglobin of thirty-four per cent following 
metrorrhagia from a carcinoma of the cervix. Her 
blood was type 1. Transfusions were done as in table 
I. The blood of the donor was cross matched with 
that of the patient before each transfusion to be cer- 
tain that there was no agglutination of the cells of 


*From the University of Kansas School of Medicine. 
**Moss classification. 
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the donor. In no instance was there any subjective 
complaint indicating reaction to the transfusion nor 
was there any significant change in the temperature 


TABLE I 
October | Blood infused 
1938 Type | Volume, c.c. 

4 1 400 

5 2 500 

6 2 400 

4 500 

7 4 500 

8 2 500 

11 4 500 


or pulse rate of the patient. The concentration of 
hemoglobin on October 12, after seven transfusions, 
was sixty per cent. 


INTESTINAL OBSTRUCTION 
DUE TO SUBMUCOSAL HEMA- 
TOMA OF THE JEJUNUM IN 
THE NEW-BORN 
R. Philip Smith, M.D.* 

Kansas City, Kansas 


Intestinal obstruction due to bleeding within the 
gut from various causes is not common but has been 
recorded in several instances. However, after a super- 
ficial survey of the literature, no case was found of in- 
testinal obstruction due to a submucosal hematoma 
of the proximal jejunum in a new-born infant fol- 
lowing operation. From October 15, 1914 to May 1, 
1937, in a series of 6334 autopsies, no other case 
such as this was seen. The following case is a report 
of such an occurrence. 

CASE REPORT 

N. L. E,, a white female, was born October 18, 
1936, of a full term primipara after an uneventful 
twenty hour labor. She weighed at birth eight pounds, 
one ounce, and after a routine physical examination 
was termed a normal, healthy baby. The first time 
water was given the infant, regurgitation and cyan- 
osis were noted by the nurse. This was accompanied 
by a choking spasm. Oxygen therapy apparently re- 
lieved the symptoms which recurred each time food 
or water was taken. During the first forty-eight hours 
of life the child had numerous attacks, and retained 
no fluids by mouth. Late on the second day, a fluoro- 
scopic examination was made to determine, if possi- 
ble, if the thymus gland was enlarged. It was appar- 


*From the Department of } Rnogeaeed University of Kansas School 
of Medicine, Kansas City, Kan 
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ently within normal limits but during the routine ex- 
amination the roentgenologist gave the patient a 
spoonful of barium and noticed that the esophagus 
held the opaque medium at the level of the fourth 
rib and that none of the barium entered the stom- 
ach. A diagnosis of esophageal atresia was made. 

On October 21, 1936, three days after birth, a 
gastrostomy was done under local anesthesia. This 
was deemed necessary so that the child could be fed 
directly into the stomach. A few hours after opera- 
tion, feedings of not greater than one ounce were 
started and for a few hours were apparently being 
well tolerated. Feedings were increased to two 
ounces. On the first administration of the two ounce 
mixture, it was noted by the nurse in attendance 
that the material placed in the stomach was regurgi- 
tated, caused a coughing spasm and was apparently 
spit out by the patient. The one ounce feedings were 
again resumed but they also brought on the same 
reaction. 

The child failed to improve following the opera- 
tion, continued to have the periods of cyanosis, and 
died on the second post-operative day, and the fifth 
day of life. 

AUTOPSY REPORT 

The body was that of a fairly well-nourished in- 
fant of approximately five days of age, showing a 
left rectus healing abdominal incision through which 
a hard rubber tube protruded. Figure 1. 

Inspection of the peritoneal cavity revealed ap- 
proximately twenty-five cubic centimeters of a blood- 
tinged fluid. A small hematoma was present around 
the tube at its point of entrance into the pyloric 
portion of the stomach. The stomach was moderately 
distended with fluid, as was the duodenum. The 
proximal jejunum to a point two centimeters below 
the terminal portion of the duodenum showed a blue 
discoloration for a distance of six centimeters. The 
proximal portion of this discolored area was sharply 
demarcated from the normal by a definite line around 
the intestinal segment and gradually blended into the 
adjacent intestine at the distal portion. This blue 
discolored area was semi-firm on palpation, giving 
the impression of a mass filling the intestine. 

On opening the thoracic cavity, nothing of inter- 
est was noted. The lungs showed a consolidation of 
the lower lobes, with numerous, small, grey patchy 
areas suggesting a bronchopneumonia. The thymus 
gland weighed eight grams. 

The esophagus was found to end in a blind pouch 
two centimeters below the level of the larynx. The 
lower portion of the esophagus was traced superiorly 
from the stomach and was found to enter the left 
posterior lateral aspect of the trachea eight milli- 
meters above the bifurcation. The only remnant of 
a connection between the upper and lower portions 
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of the esophagus was a thin, fibrous strand, one milli- 
meter in thickness which extended from the inferior 
margin of the blind pouch to the junction of the 
esophagus and trachea. 

Microscopic examination of the organs showed a 
typical bilateral bronchopneumonia. The heart, liver, 
spleen, pancreas, kidneys and internal genital organs 
were essentially negative. 

Further examination of the intestine showed that 
a hemorrhage had occurred beneath the submucosal 


Fig. I. Drawing Sewing hematoma of the proximal jejunum 


and congenital atresia esophagus with esophago-tracheal 


fistula. 

a, Mucous membrane of jejunum oman hematoma; b, wall 
of jejunum opposite hematoma; c, edge hematoma showing 
through wall of gut; d, major bronchus; e, proximal blind end 
of the esophagus; f, opening of esophago-tracheal fistula. 


layer of the jejunum, stripping this layer from the 
muscularis and pushing the mucosa into the lumen 
toward the mesenteric border completely obstructing 
the intestine at this point. 

From the history and findings at autopsy, it is ap- 
parent that the patient’s death was due to an unusual 
series of complications: 

1. A congenital malformation of the upper gastro- 
intestinal tract, the esophagus being obliterated two 
centimeters below the larynx and a fistula communi- 


cating between the upper end of the lower segment of 
the esophagus and the trachea. This anatomical find- 
ing demonstrates why the patient could not swallow 
food by mouth and also shows why food placed in the 
stomach through the gastrostomy tube was regrugi- 
tated through the mouth and caused spasms of cough-. 
ing and periods of cyanosis. 

2. A peculiar sharply defined submucosal hema- 
toma of the proximal jejunum brought about com- 
plete obstruction of the upper intestinal tract. Thus, 
when food was passed into the stomach, not being 
able to pass down the intestinal tract in the usual 
manner, it was forced up the esophagus into the 
trachea. 

It is difficult to state definitely the exact cause of 
the hematoma, but from the history and findings it 
is probably traumatic, due to manipulation of the 
ntestines at operation. 

It is concluded that the primary cause of death 
was due to a hematoma within the wall of the proxi- 
mal jejunum completely obstructing the bowel at 
that point. The hematoma was apparently due to 
trauma incident to gastrostomy. 

3. Other interesting findings were a congenital 
atresia of the esophagus, and a esophago-tracheal 
fistula. Food placed in the stomach was regurgitated 
through the fistula into the trachea and out through 
the mouth. Bronchopneumonia was apparently sec- 
ondary to aspiration of gastric contents. 


OIL SOLUBLE ANESTHETICS 
IN THE TREATMENT OF 
ANAL FISSURE 


Leo A. Smith, M.D. 
Topeka, Kansas 


The purpose of this communication is to empha- 
size the use of the oil soluble anesthetics in the treat- 
ment of anal fissure. For many years the oil soluble 
anesthetics in contrast to the water soluble anesthet- 
ics have been used and advocated for many procto- 
logic conditions, cn account of their slow absorption 
from the tissues, with the resulting long anesthesia. 

In 1930 Gorsch, introduced the oil soluble anes- 
thetic anucaine*, which he had modified from the 
first and original oil soluble anesthetic benacol, 
which was first described and used by him at the 
New York Polyclinic Hospital in conjunction with 
Mathesheimer and Yeomans for the treatment of 
pruritis ani. It was observed that anucaine produced 
a prolonged anesthesia with marked relaxation of the 
sphincter muscles and its usefulness in other protolo- 
gic conditions soon became apparent and the oil 
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anesthetics have now found a place which is almost 
routine in the treatment of pruritis ani, also in 
hemorrhoids, fissure, cryptitis and papillitis. 


Since the introduction of anucaine various similar 
preparations slightly modifying the original formula 
have been introduced as proctocaine, butecaine etc. 
etc. We have had no experience with these latter 
preparations having een very highly satisfied with 
anucaine. This anesthetic consists of five parts each 
of benzocaine and phenmethylol, one part of butyla- 
mono benzoate and one part of procaine base in 
almond oil. 


There are scarcely any contraindications to the use 
of the oil soluble anesthetics but these will be pointed 
out in the following discussion. 


The condition known as anal fissure, irritable ul- 
cer, intractable ulcer, etc., is a common proctologic 
finding. The ulcer or fissure is usually situated be- 
neath the ano-rectal line in the muco-cutaneous lin- 
ing of the anus so that it may lie within the grasp 
of the anal muscular ring. Defecation results in 
trauma to the ulcer, is therefor associated with great- 
er or less pain. Bleeding may also follow and this 
syndrome is followed by painful spasm of the sphinc- 
ter muscles usually persisting after defecation until 
the sphincter mechanism relaxes as a result of ex- 
haustion or other sedative measures. Failure of the 
ulcer to heal is a result of the constant action of the 
sphincter muscles—movement being increased by 
walking and other physical activity. 


Because of their distress the less timid patients 
seek advice early and usually are observed more fre- 
quently by the general practitioner and general sur- 
geon than by the proctologist. Many cases of fissure 
are treated by so called “office proctology methods” 
in which “ambulant technique”, the operation with- 
out the knife, and no hospitalization are favorite 
selling points. Many are also treated by topical ap- 
plication of strong solution of silver nitrate which 
will form a thin coagulum sufficient to relieve the 
small acute ulcer but which may be followed by 
fibrosis. Divulsion under general anesthesia is be- 
coming less popular and justly so because it trauma- 
tizes the delicate sphincter mechanism. Useless sup- 
positories, ointments etc. are also commonly used. 
These methods are inadequate and often violate 
fundamental surgical principles. This accounts for 
the chronicity of fissure with its pathological second- 
ary changes. It should be more generally appreciated 
that the fissure patient is a potential candidate for 
peri-anal suppuration as long as his fissure remains 
unhealed, his sphincter spasm persists and associated 
pathology (pectenosis—fibrosis of the anus; hemor- 
rhoids, cryptitis, papillitis, peri-anal skin tabs) is not 
dealt with. 


ETIOLOGY 

The cause of fissure in ano is still a matter of dis- 
pute. Pre-disposing factors as proctitis, hemorrhoids, 
constipation, cryptitis etc, are accepted but there is 
despite a voluminous literature on the subject, a 
question as to the exact mechanism of production of 
the ulcer and why it usually occurs posteriorly, less 
often anteriorly and rarely laterally unless the lesion 
be a specified one. The common conception is tear- 
ing of the anal muco-derm the result of trauma from 
passage of a hard stool which causes over-distension 
of the anal canal, the break occurring posteriorly 
where the rectum joins the anus at a right angle thus 
throwing the brunt of the expulsive force against the 
anus posteriorly. The relative fixation of the lining 
of the anus posteriorly also favors fissure in this lo- 
cation. The anterior fissure usually is seen in the 
female and frequently dates to parturition and perin- 
eal tear. The break in the anal lining is followed by 
repeated trauma and infection resulting in fibrosis 
and the chronic type of fissure. Regardless of the 
exact pathogenesis a sufficient number of conditions 
contribute to the etiology that the fissure patient de- 
mands a comprehensive digital and instrumental ex- 
amination. 

TREATMENT 

The treatment of fissure may be operative or non- 
operative and the practitioner must determine this 
on the extent of the presenting pathology. A work- 
ing classification is to divide the fissure into the 
simple form in which there is only a break in the 
lining of the anal canal as is usually found early in 
the acute fissure; and the complicated or chronic 
form in which there is induration of the ulcer bed, 
the result of scar tissue, the sentinel pile due to hy- 
pertrophy of peri-anal skin, a result of inadequate 
drainage. Scarring, skin tab, severe spasm and the ~ 
presence of other anal pathology as hemorrhoids, 
papillitis, cryptitis etc. require operative treatment. 
In treatment of either the simple or chronic fissure 
the injection of an oil soluble anesthetic, such as 
anucaine, is now a well established and recognized 
practice affording immediate relief and facilitating 
the subsequent treatment. 

Simple fissure will usually respond to the injection 
of an oil soluble anesthetic followed by gentle dila- 
tion of the sphincter muscles and sparking of the 
surface of the ulcer with the Oudin current. 

The technique for simple fissure follows: The 
patient may be placed in either the right or left 
lateral Sims or the lithotomy position. The peri-anal 
skin is cleansed with alcohol and painted with tinc- 
ture of iodine. The ampoules of anucaine are warmed 
and ten cc aspirated through a cannula or large needle 
into a dry ten cc Luer-Lok syringe, the cannula or 
large needle then being replaced by an eighteen or 
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twenty gauge two and one half inch Luer-Lok needle. 
A wheal with one per cent aqueous novocaine is 
first raised one to one and one half inches behind 
the anal verge in the midline and through this the 
eighteen or twenty gauge needle is inserted and di- 
rected laterally into peri-anal tissues at a depth of 
one to one and one half inches so that the branches 
of the inferior hemorrhoidal, fifth sacral and puden- 
dal nerves are reached as they traverse the ischio- 
rectal fossa. About four cc of anucaine are injected 
on one side and the needle retracted without being 
withdrawn and the opposite side injected in a similar 
manner. The finger is then inserted into the anus 
with the flexor surface toward the fissure and two 
cc of anucaine injected immediately beneath the 
fissure bed. All these injections should be made 
through a single novocained puncture wound of the 
needle through which the anucaine is introduced. 


An even flow of anucaine should be maintained as 
the needle is advanced into the tissues to minimize 
pain of injection and to distribute the solution in a 
fan like manner and avoid pooling. Injection of anu- 
caine into the skin, into the mucosa or pooling may 
result in slough. 


Sufficient anaesthesia may be secured by topical 
application of ten per cent aqueous cocaine for five 
minutes, or by underlying the fissure with one per 
cent aqueous novocaine to permit insertion of the 
finger before anucaine injection is started. The 
flexor surface of the cot-covered, lubricated finger 
hooked over the anal ring protects against perfora- 
tion of the bowel wall by warning of the approaching 
needle. If this is done the inserted finger must be 
kept still during the entire injection and contamina- 
tion of the peri-anal skin must be guarded against. 

Anucaine may be injected directly into the sphinc- 
ter muscle and this is recommended by Morgan who 
believes failures are due to too superficial injection 
of the oil anaesthetic. 


A transient burning is sometimes complained of 
during injection of anucaine but this soon passes 
and is followed by relaxation and full anaesthesia a 
few minutes after the injection is completed. Follow- 
ing the injection of anucaine the sphincters are 
readily dilated and the fissure exposed in its entire 
extent. Dilation, not divulsion, is important for 
sphincter rest is necessary for healing, circulation 
and drainage. The entire fissure bed is now sparked 
with Oudin current, and this current only and suffi- 
ciently so to destroy the fissure bed. 

This technique relieves the pain at once, removes 
the offending ulcer bed and promotes rapid healing. 
The slough following the proper use of the Oudin 
current is slight and the resultant scar elastic and 
satisfactory. Post-operative measures are simply to 
keep the wound as clean as possible. Anaesthesia 


with relaxed sphincters is afforded by anucaine for as 
long as ten days to three weeks promoting good 
drainage and a comfortable convalescense. A bipolar 
technique should not be used here since three essen- 
tially different tissues, muscle, mucosa, and connec- 
tive tissue are treated by the same current intensity 
and each reacts differently. A deep, inelastic trouble- 
some scar might be the result. 

Complicated or Chronic Fissure:—In this type of 
fissure the break in the muco-derm of the anal canal 
has become indurated due to fibrosis which usually 
extends to the sphincter muscles and by hypertro- 
phic changes in the peri-anal skin resulting from re- 
peated trauma, infection and inadequate drainage. 
The fibrosis found in the anal canal is usually pos- 
terior but may involve the entire anal circumference 
and be extensive enqugh to cause stricturing of the 
anal canal. The fibrosis is the so called pecten band 
or pectenosis, and it occurs in fissure so that normal 
dilation of the anal cannot occur and has an import- 
ant bearing on ano-rectal pathology. The etiologic 
importance of chronic fissure in sinus formation, 
perianal infection and pruritis is not sufficiently ap- 
preciated. To successfully combat chronic fissure the 
importance of internal hemorrhoids, cryptitis, papil- 
litis, proctitis, prostatism, pelvic tumors and rectocele 
which interfere with proper circulation and drainage 
of the anal canal must be recognized. 


TREATMENT 


It is generally agreed that the only uniformly suc- 
cessful treatment of chronic fissure is operative. The 
operator should recognize the clinical syndrome and 
be familiar with the detailed anatomy of the sphinc- 
ter and the levator muscles as a radical excision of the 
chronic fissure with division of the subcutaneous and 
perhaps deeper portions of the external sphincter 
muscle, opening of the sinuses, removal of co-existing 
anal pathology and adequate drainage incision are 
necessary if these patients are to be benefited. 

The patient is given the usual pre-operative 
catharsis and sedation. Anaesthetic may be caudal, 
local, spinal or general but anucaine should always 
be used for post-operative comfort and it injected 
as previously described under simple fissure. Caudal 
anaesthetic, often combined with sacral, is ideal for 
these cases. If local is used aqueous novocaine in 
sufficient amount to give good anaesthesia must be 
used in addition to anucaine. It is impossible to work 
satisfactorily on some patients under local anaesthesia. 
The procedure is not an ambulatory one and should 
only be performed in the hospital. 

As it is in the chronic fissure that peri-anal sup- 
puration is apt to be found it should be pointed out 
that such infection constitutes a definite contra- 
indications to the use of oil soluble anaesthesia. 

(Continued on page 30) 
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PRESIDENT'S PAGE 


To the members of The Kansas Medical Society: 
Are the members of The Kansas Medical Society fully aware of their position 
today? 
Are you standing idly by with the spirit of letting George do the work? 


Shall the Medical Practice Act in our state become a mere scrap of paper,— 
and the doors of our state be opened wide to become the mecca for cultists, and 
the public health of our state suffer thereby? 


The apparent apathy of some of the membership is disappointing. The end 
results to be obtained will be in direct proportion to the interest and effort of the 
component socities and the membership thereof. 


It is time for organized medicine to assert itself as a unit, “to withstand the 
onslaught of commercialism, government control, and cultist invasion.” 


May I appeal to each and every member to do their utmost! 


The officers of your Society need your help, and among other things if you 
have not yet paid your assessment, please do so at once, and may it never be 
said that organized medicine in Kansas is so indifferent that the health and 
welfare of the people of Kansas suffer from the lowering of the standards of 


the healing art by an organized minority. 


N. E. Melencamp, M. D., President. 


/ 20 
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EDITORIAL 


Lay Press Comment 

The recent action of the Department of Justice 
against the American Medical Association has pro- 
voked lay comment all the way from ill-informed 
and ill-intending magazine articles to editorials in 
some of the country’s leading daily newspapers. 

An editorial in the “Atlanta Constitution” has 
something good to say on the side of organized 
medicine, from which we quote in part: 

“Where the matter is examined in the cold 
light of common sense, with all the political 
fog removed, the premise upon which the in- 
dictment. is based is absurd. The American 
Medical Association is no more of a trust, or a 
combination in restraint of trade, than Mr. 
Arnold’s American Bar Association, or the 
national organization of architects or indeed, 
the American Federation of Labor, all of which 
have prescribed rigid rules of practice. The 
profession of medicine, by its very nature, is a 
monopoly. It couldn’t very well be otherwise. 

. . . It requires.never ceasing vigilance to main- 

tain these scientific and ethical standards. If 

they were altered to fit some particular social 
theory the profession would soon be overrun 
with all manner of smooth-tongued quacks. 

It is not denied there is room for broadening 

and improving the medical care of all the 

people. The doctors, as a whole, are aware of 
this. They are willing to co-operate. They 

are co-operating, on a broad front, and in a 

practical way. The nature of the extensions 

sought, however, are such as should call for 
making haste slowly. It must first be decided 
just what is to be done. 

“Therefore the indictment under the as- 
sumption that a certain pet scheme in Wash- 
ington to revolutionize medical practice is 
everything to be desired will, in all probability, 
do more to retard than to hasten the move- 
ment.” 

Here is understanding comment. There is an 
enromous amount of confused and hysterical think- 


ing going on involving questions of medical eco- 
nomics and social planning and this confusion and 
resulting hysteria is due to many misleading 
magazine articles and other forms of propaganda 
which react against the interests of scientific medi- 
cine and the welfare of society. 

In a period of accelerated social change such as 
that through which we are now passing sober 
thought and the scientific approach must ultimately 
govern a program of action, whereby organized 
medicine in co-operation with government agencies 
will devise plans for the extension of medical 
service to all the people.—R. B. S. 


The Treatment of Angina Pectoris 

Since Heberden’s classic description of angina 
pectoris, little has been added to the clinical diag- 
nosis of the syndrome. Little has been determined 
about the causes and nature of heart pain although 
it is generally believed to be related to myocardial 
ischemia or anoxemia with a resultant accumula- 
tion of abnormal metabolic products which produce 
pain. Mechanical factors may also be involved. 

The most effective therapeutic measures have 
been restriction of activity, the use of vasodilating 
drugs of the nitrite group reduction of weight, and 
limitation of the use of tabacco by the patient. In 
recent years the drugs of the xanthine group have 
gained considerable favor but clinical experience and 
animal experimentation suggests that their effect on 
increasing coronary blood flow is only momentary 
and then only, when given intravenously. Surgical 
methods of establishing collatoral myocardial circula- 
tion and interruption of the nerve pathways of pain 
propagation have not yet become popular. 


A new simple method of treatment was presented 
by Kerr* in the presidential address before the 1938 
meeting of the American Heart Association. Since 
the majority of patients with the characteristic an- 
ginal syndrome are of the corpulent, apoplectic type 
in middle or late middle life and showed evidence of 
poor diaphragmatic excursion, a strong but slightly 
elastic abdominal support was applied. His original 
purpose was to improve respiratory function but he © 

*Kerr, Wm. J. The Treatment of Angina Pectoris By Methods 


which Ap to Promote More Adequate Filling of the Heart. 
American Heart Journal 16: 544, 1938. 
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found unexpectedly that many of these patients 
were immediately relieved of their anginal pain. In 
four years approximately one hundred patients have 
been treated by this method with “uniformly excel- 
lent” results. They no longer needed vasodilator 
drugs and could undertake considerable more activity 
without pain or its equivalents. 

Dr. Kerr believes that restored function of the dia- 
phragm in aiding the return of venous blood to the 
heart by the normal alternating changes in intra- 
pleural and intraabdominal pressures is responsible 
for the improvement. He admits that further study 
is necessary to explain the phenomenon. Dietary re- 
duction of weight is utilized at the same time, but 
relief was obtained as soon as the abdominal counter- 
weight was supported. This apparently simple pro- 
cedure may be the means of preventing or postpon- 
ing many disasterous attacks of coronary thrombosis. 
D.C. W. 


Publicizing Socialized Medicine 
When the original Committee on the Costs of 
Medical Care began its five-year survey of the dis- 
tribution of medical care, the press was kept in- 
formed of every step, almost week by week, through 
releases furnished by the Millbank Foundation, 
which primarily and mainly was supporting the 
survey. When the report of the Committee was 
made, the papers were full of it. We did not say 
much, and did less. All of the publicity, and the 
more than a million dollars spent in the survey 
meant little to the people. Consequently, the move- 
ment of socialized medicine, based on the report of 
the Committee, fell flat. However, there was plenty 
of money where the original funds came from, and 
releases continued to flood newspaper offices—not 
to mention medical journal offices. Since that time 
at least three national surveys of the distribution of 
medical service have been undertaken, two of which 
have been completed. Not so much money was 
available for propaganda with regard to these sur- 
veys, hence the public read very little about them. 
Even so, the proposal that the medical profession be 
regimented and the practice of medicine socialized 
has been kept constantly before the people by well 
prepared and well presented argument sent out as 
releases to every sort of publication in this country. 


So, when the showdown came this year, there was ap- 
parently very fine breeding ground in the minds of 
the people for the growth of this sort of weed. 

Having decided to resist the effort to socialize 
medicine, the medical profession finds it necessary 
now to enlighten a people who think they are already 
well informed on the subject. It is constantly the ex- 
perience of those of us who talk to the people on the 
subject of socialized medicine, that the people have 
either not been informed at all, or they have been 
sadly misinformed. Under the circumstances, it is no 
wonder that they are to a large extent lining up 
against us. They are of humanitarian make-up, most 
of them, and want to do good. That is the attitude 
of the doctor. People do good in the way they know 
to do it. If their knowledge of ways and means is 
faulty, the good they do will not be altogether good. 
How to get the true facts in the case over to the peo- 
ple who must do something about the situation is 
the big problem confronting the medical profession 
right now. That problem having been solved in the 
right way, it will be easy to induce Congress to 
legislate around socialized medicine, and not adopt 
it—either that, or bridge it over. Congress will 
doubtless be responsive to popular demand in this 
particular matter. We have reason to believe that 
most Congressmen do not believe in socialized 
medicine, but many of them will vote for it if it be- 
comes a part of the so-called New Deal. 

Various expedients are being adopted in various 
sections of the country to get over to the people 
what it is all about. Whole editions of newspapers 
have been filled with articles on the subject, at the 
instance of medical societies. Quite a large number 
of newspapers have of their own accord tried to 
persuade our people editorially that socialized medi- 
cine would be a mistake, and tell them why. Per- 
haps these have not been so numerous as those lay 
press editorials which have endorsed the idea, but 
they have helped a lot. Public meetings for the dis- 
cussion of the problem have been held in many sec- 
tions of the country, which meetings have been ad- 
dressed by physicians who know about such things, 
and who are able to tell the story. We have noticed 
informative articles in magazines and publications of 
a variety, not at all connected with the affairs of 
medicine, espousing our cause. We wonder whether 
we are not trying to close the gate after the horse 


: 
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has been stolen. Perhaps so, but perhaps there are 
other horses in the barn. At any rate, we in Texas 
must do something about it. 


The Board of Councilors has undertaken to pro- 
mote a series of public meetings over the State, at 
least one in each councilor district, at which meet- 
ings competent speakers are to discuss the various 
phases of the problem of socialized medicine. Some 
of these meetings have taken the form of dinners, 
while others have been simple assemblies. Some of 
them have apparently been very successful, while 
others have not been so impressive. The first of 
these meetings was held at Houston. It was a dinner, 
and there were more laymen present than physicians, 
all of them selected and invited. A large percentage 
of the medical profession of the Twelfth District 
assembled at a dinner at Waco, and here as in Hous- 
ton, a large number of intelligent laymen were pres- 
ent. A large proportion of the profession of the 
Thirteenth District gathered at Wichita Falls, at a 
dinner, with a fine representation of laymen. At each 
of these gatherings there were two or three speakers 
who coordinated their addresses so as to cover the 
ground. Apparently this procedure is getting results. 


Physicians who are known to be informed on the 
subject under consideration, are receiving numerous 
invitations to address various assemblies, particularly 
luncheon clubs over the state. 


The object of this reference is to impress upon 
. our readers the need of getting our view of socialized 
medicine before the public in at least a reasonably 
favorable light. It is not a difficult matter to or- 
ganize and put over the sort of programs we have 
mentioned above.—Texas State Journal of Medicine, 
‘November, 1938. 


The Prison Reform Bill 


Improved medical facilities for prisons is stressed 
in the prison reform program now before the legis- 
lature. 


A penal system defeats its ends if it does not func- 
tion well in the rehabilitation of its inmates insofar 
as is possible. The support of the medical profession 


of Kansas should be given toward securing the prop- 


er treatment of tuberculosis, venereal disease and the 
psychiatric aspects of prisoners. 


EYE, EAR, NOSE & THROAT 


INFECTIVE GRANULOMATOUS. 
CONJUNCTIVITIS 


H. L. Kirkpatrick, M.D. 
Topeka, Kansas 


In 1889 Parinaud described an infective conjunc- 
tivitis of animal origin usually of uni-ocular inci- 
dence. Clinically it resembled a granular conjunc- 
tivitis, the granulation being sometimes red, some- 
times yellow, at first semi-transparent and later 
opaque, while the lids were swollen firm and nodu- 
lar; actual ulceration occurred. Parinaud described 
three cases in which the bulbar conjunctiva were in- 
volved as well as the lid. He made the observation 
that the cornea was always clear but he reported only 
three cases. Very early in the disease the parotid 
region became the site of inflammatory swelling 
which extended to the neck, in the midst of which 
swollen and softened glands were discovered. The 
condition was accompanied by a moderate and irregu- 
lar fever. The parotid swelling diminished after five 
weeks but the glandular enlargement progressed to 
sluggish suppuration. 

Parinaud reported no pathological findings and 
defined no bacteriology, thus leaving the door open 
for the very considerable confusion which has fol- 
lowed. For a long time bacteriological and animal 
inoculation were all negative. Suggestions and theor- 
ies have ranged from tuberculosis to allergy. 

In as much as he considered Parinaud’s assertion 
that the animal origin of the disease was not proven, 
Gifford proposed the term Parinaud’s Conjunctivi- 
tis, and since that time this name has been generally 
accepted. The result has been that every case of ob- 
scure chronic conjunctivitis with vegetations and ul- 
cers and associated with regional lymphadenitis has 
been classed Parinaud’s disease with little or no at- 
tempt to run the etiological factor to earth. In recent 
years, more etiological factors have been discovered 
in different cases and it is now quite obvious that 
the term has been used indiscriminately to describe 
many clinical entities. Parinaud’s conjunctivitis is 
therefore not a definite disease with specific path- 
ology and bacteriology but a syndrome of symptoms. 

Several conditions may thus be classed as being 
included in Parinaud’s oculo-glandular syndrome. 
For example: (a) Filterable virus derived from 
animals may be responsible for some cases. 

(b) Tuberculous conjunctivitis. 
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(c) Syphilitic conjunctivitis. 

(d) Necrotic infection conjunctivitis. 

(e) Tularense conjunctivitis. 

(f) Leptothrix conjunctivitis. 

Each case presenting the clinical picture of a uni- 
lateral conjunctivitis with lymphadenopathy should 
be subjected to the following tests: 

(1) Smears and culture for leptothrix. 

(2) Tularemia. 

(3) Partial excision and examination for lepto- 
thrix or tubercles. 

(4) Blood Wassermann. 


CASE REPORT 


This patient, an employee of a local packing plant, 
was first seen January 7. He gave a history of plaster 
falling in his right eye. The eye was inflamed. No 
plaster was found. The conjunctiva was only mod- 
erately injected. When seen the next day there was 
considerable improvement and he was sent back to 
work. Three days later he was brought in and the eye 
was about as it was at the first examination. From 
then on, the progress was rapidly worse. On January 
15 the lid was markedly swollen with considerable 
chemosis of the ocular conjunctiva. There were two 
small nodules in the conjunctiva of the lower lid, 
yellowish white and about 2 mm in diameter. Along 
the fornix of the upper lid there was a granulomatous 
mass about the size of a pea. The next day it was im- 
possible to turn the upper lid because of the marked 
edema which was board-like. There was corneal ul- 
ceration. There was a large amount of purulent exu- 
date in the conjunctival sac. The pre-auricular gland 
which was about the size of a hazel-nut up to now, 
was the size of a walnut. 

He was placed in the hospital, irrigated with 
boric solution every hour, hot packs applied on the 
eye and glands almost continuously. Anything within 
reason that was suggested by informed consultants 
was used. 

While the glandular involvement was going on 
the conjunctival reaction kept pace, numerous 
nodules developed, broke down and were opened. A 
few ulcerated through the skin. The corneal ulcer 
spread over three-fourths of the cornea but never 
was deep. The bulbar conjunctiva was as chemotic 
as is seen in a severe case of gonorrheal conjunctivitis. 

Because nothing used seemed to help in the least, 
x-fay exposures were ordered. After the first treat- 
ment there was immediate improvement. The granu- 
lations on the conjunctiva began to subside and the 
general edema of lids and face improved. When dis- 
charged he had a ninety-eight per cent loss of vision 
in the eye. 

Bacteriological examinations were carried out from 
the onset. The only organism found early was an 


xerosis-bacillus and a few pneumococci. Negative 
findings for gonococcus and leptothrix. Cultures 
were made from all incised abscesses. Examinations 
for the fungi and mycotic organisms were negative. 

Finally a small bacillus was isolated which pro- 
duced similar abscesses in rabbits. It is a more or 
less rare actino-bacillus. This organism was verified 
by the Bacteriology Department of the University of 
Kansas after about three months work. I have been 
unable to find a report of this organism as the active 
agent in any occular disorder, though it has been 
found in several pulmonary infections. 


TUBERCULOSIS CONTROL 


The following extracts from an article by H. D. 
Hicker, Chief of the Bureau of Vocational Re- 
habilitation of California, appeared in the January 
1939 issue of a pamphlet, Tuberculosis Abstracts, 
issued monthly by the National Tuberculosis Asso- 
ciation: 


COUNSELING THE TUBERCULOSIS 
PATIENT 


Not only medical skill is necessary to restore the 
tuberculosis patient to a useful life, but also the aid 
of mental hygiene, social welfare, education, train- 
ing and placement services. Each patient must be 
treated as an individual, yet one must remember 
that the individual is not an assembly of parts and 
functions and that, therefore, he must be treated as 
a whole. Consequently all workers in the tubercu- 
losis field must coordinate their services. Vocational 
rehabilitation is closely linked with medical and 
social services. 

Under the Federal Rehabilitation Act of 1920 
and the subsequent state rehabilitation acts, tens of 
thousands of men and women with physical dis- 
abilities of various types have achieved satisfactory 
vocational adjustment. It has been amply demon- 
strated that the rehabilitation program of voca- 
tional counseling, training and other related serv- 
ices can and does make physically impaired persons 
employable. Yet comparatively few tuberculosis pa- 
tients have received the benefits of the Rehabili- 
tation Service. Among the reasons given for this 
lack are that the Rehabilitation Service has shared 
the widespread fear of this disease and the belief 
that very few cases recover sufficiently to become 
employable. Another reason is that tuberculosis pa- 
tients represent only a small fraction of the large 
number of handicapped persons and that resources 
are limited. The remedy for this lies in broadening 
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Rehabilitation is Part of the Cure 


| | 


Medical care alone heals the lung, but the patient when discharged, faces uncertainty. 


Medical care combined with social care restores the whole man to a useful and happy life 


lation. 
RESULTS OF COUNSELING 

The California Bureau of Vocational Rehabilita- 
tion has at this time a live roll of 659 tuberculosis 
patients and ex-patients. Each year since 1933 has 
seen an increase in the number enrolled. During 
this time 758 persons (thirty-one per cent) out of a 
total of 2,418 in training have been rehabilitated, 
which means, placed in a suitable job with a fair 
salary, and each year the proportion of those reha- 
bilitated has increased. 

How permanent is the rehabilitation of ex-pati- 
ents? Of 209 individuals rehabilitated in Los Angeles 
County during the period of 1928 to 1936, 155 (sev- 
enty-four per cent) are still employed; whereas in 
a control group of ninety-eight individuals dis- 
charged from sanatoria who had not received train- 
ing, the number still employed is thirty-four (thirty- 
four per cent). Not so favorable was the discovery 
that about twenty per cent of the rehabilitated indi- 
viduals have had relapses of their disease and eight 
(four per cent) died, though the work was not the 
cause of death. 

Vocational training is seldom a part of the sana- 
torium program. We believe that selected reading 
activities, adult education, and occupational therapy 
fit better into the sanatorium situation, with as 
much prevocational emphasis as may be desirable 
in individual cases. Nevertheless, training is occa- 
sionally provided for selected patients whose condi- 
tion is at least quiescent and improving to indicate 
discharge within a reasonable time, and assuming 
that training facilities are or can be made available. 


the scope of rehabilitation service through legis- 


Approximately eight per cent of our tuberculosis 
cases start their training before discharge, either in 
one of the five sanatorium commercial classes con- 
ducted by the Bureau, or by means of correspondence 
courses, or through employment training in sana- 
torium jobs. The advantages of this early start are 
improved morale, service as a hardening process, 
shortening of period of continued training after dis- 
charge and often either immediate or at least quicker 
placement. Training is always in accordance with 
medical advice, starting with a few minutes daily 
and increasing as the patient’s condition permits. 
Training is usually provided after discharge and 
after a period of adjustment to home conditions. 
The start is on a part-time basis, increasing to full 
time as condition warrants, and provision is always 
made for medical follow-up. Each training program 
is made to fit the particular needs, interests, and 
convenience of the individual trainee to the greatest 
extent possible; never do we try to fit the trainee 
into a cut-and-dried uniform program. Under these 
conditions we find that training may be successfully 
followed which results in successful rehabilitations. 


CANCER CONTROL 


Editor’s Note: The Journal regrets that the name 
of Dr. Newman C. Nash, Wichita, was omitted from 
the heading of the paper “Carcinoma of the Vulva, 
Vagina and Cervix" which appeared under the Can- 
cer Section, page 521 in the December issue of the 
Journal. Dr. Nash was co-author of this article. 
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MEDICAL ECONOMICS 


PUBLIC EDUCATION PLAN IN 
SALINE COUNTY 
Maurice Snyder, M.D. 
Salina, Kansas 


Fairly good 


and radium 


Extensive neuro-surgical 


all, x-ray resistant 


The medical profession has‘ recognized for some 
time that scientific progress in medicine was far in 
advance of its social utilization. This has without 
question been due largely to gross indifference on 
the part of the public to matters pertaining to health. 
The profession has also been partly at fault, mostly 
because of a reluctance on their own part to sell or 
disseminate this newer knowledge to the public. As 
a result of this indifference, the race is likely to 
suffer irreparable losses and the cost of medical care 
will continue to mount, before this knowledge is 
put into practice. 

Today when we stand confronted on all sides with 
menacing forces which threaten to destroy the pri- 
vate practice of medicine with its present high 
standards, it behooves every unit of the medical or- 
ganization to change its laissez-faire attitude of pub- 
lic relationship and do something different. 

In order to strengthen the public esteem for the 
medical doctor, confound the claims of the cults, and 
increase the goodwill of the newspapers towards the 
medical profession, the Saline County Medical Socie- 
ty decided it was imperative to conduct a program of 
educational publicity in the local newspapers. © 

A public education committee, consisting of two 
members of the local society was appointed to or- 
ganize the plan and to write the articles, which were 
to appear by-weekly in the Salina Journal, a daily 
newspaper published in Salina, which has a wide 
circulation over central and northwest Kansas. Each 
of the forty members of the society were assessed 
twelve dollars a year which enabled us to carry a six 
by ten inch double column, easily readable adver- 
tisement. 

On February 1937 “A Statement from the Medical 
Doctors” in large type headed the society’s first paid 
advertisement in the local newspaper which by way 
of introduction, read as follows: “The Saline County 
Medical Society whose membership is limited to 
ethical doctors in Saline and adjoining counties, will 
publish in the Salina Journal a series of educational 
statements that have been prepared for the purpose 
of explaining to the general public the importance 
of competent medical attention, the medical doctors 
essential place in the normal scheme of life, and the 


X-ray and radium good 
Surgical, hard to remove 


Surgically accessible x 


Palpation and x-ray 
nerve paralysis 
nes y 
bluish in color 


Fluctuates occasionall: 


Most common upper and 
inner quadrants of orbit 


orbital edge 
Proptosis, poor vision, field — of optic nerve, 


symptoms 
Push out lids, not globe 
Slowly developing 
symptoms 
Slowly increasing proptosis 
rapid increase 
Exophthalmus diplopia 


exophthalmitis few 


Swelling at outer 
upper lid diplopia 
common, poor vision 


Proptosis reducing on 


defects diplopia, cranial 
Occasional sagging of 


Any age 
jal i 
early life 
Early in life 
Usually children 
Children and 
young adults 


Usually 3rd-4th 
decade 


True cysts uncommon 


material near orbital 
suture lines 
Net-work of | h or 
blood 
in whorls about blood 
vessels endothelial cells 
True bone, usually from 
orbital bones nasal side 


Cystic-hairs, sebaceous 
Fibroblastic tumor tissue 


Numerous other tumors may occur rarely or uncommonly within the orbits. Some of these are myxomas, cylindromas, adamantinomas, neuromas, rhabdomyomas, plasmomas, psammomas, lipomas 


etc. A tumor may be suspected when the symptoms of exophthalmus, diplopia, displacement of the eyeball, or interference with vision are encountered. 


Endothelioma or 
Meningioma 


ale | | 
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Much Public Interest in Glands of Internal Secretion 


GLANDULAR PRODUCTS SHOULD BE USED 
ONLY UPON ADVICE OF YOUR 
MEDICAL DOCTOR 


Medical Science is advancing low. Time and care in the diag- 
rapidly and general interest among nosis are necessary if the best in- 
non-medical minds is being terest of patient and doctor is to 

‘onsidered. 


aroused. There are several of ae 


these glands and all are impor- 
tant; they must be discussed sep- The health of every individual 
arately if anything is to be gained. depends upon the proper correla- 
tion of the work these glands are 
intended to do. The knowledge of 
There should be an intense in- the thyroid gland has brought 
terest in this field of sredicine; but health to many, both young and 
to rush headlong into glandular old. The challenge to Medical 
treatment is only asking for Science in the working of these 
trouble. Brilliant work has been glands is cnormous. It is being 
done along this line by Medical met: and the public health will be 
Doctors and more is sure to fol- greatly benefited by this work. 


The following Medical Doctors are members of 
THE SALINE COUNTY MEDICAL SOCIETY 


D. A ANDERSON, M. D. K HAR M.D. 

D. ARMSTRONG, M D. SONNET, M.D. SNYDER, 

ARMSTRONG, M D. ERRY LOYD, STA 
O. R BRITTAIN, M. D. i N MOSES. M. D. M. SUTTON 

MJ 


EARL VERMILLION, MD. 
D. 


VERMILLION, Tescott 


E G GANOUNG. ™ 
ERNEST E HARVEY. M D 


INFANTILE 


answer this question. 

Probably no disease, with the 
possible exception of cancer, has 
been given as thorough study as 
has Infantile Paralysis. 

Various agencies have been given 
as the cause of this disease. But 
up to date none of these have been 
definitely proven. Also many 
methods of treatment have been 
used and some of these were sup- 
posed to have specific merit. This 
also has not been proven. Today 
we feel that serums of unknown 
value should not be used. 

Only a ago many believed 
that Infastile Paralysis could de 
prevent he use of a Zinc Sul- 
phate solution used on the mucus 
membrane of the nose. trolled 


The following Medical 
THE SALINE COUNT 


ERNEST E HARVEY, uD 


How Can We Protect Our Children Against 


“Your Medical Doctor and You” Series 


PARALYSIS? 


experiment with thousands of 
children in Toronto, has proven 
this to be untrue. 


Infantile Paralysis ely 
jews late in August and fi 

ases appear after the first. 
em: There will probably be no 
epidemic this year. 

The fear of the disease is worse 
than the disease for the commun- 
ity, taken as a whole. This fear is 
worse because we do not know how 
to protect against the disease. 
Public sanity should be the order 
if and when it appears. 

Medical Doctors thoroughly 
equi are working ‘constantly 
to find the cause and treatuant. 
Until this is accomplished, a sane 
viewpoint will go a vray way in re- 
lieving the worry of those about us, 


Doctors are members of ' 
Y MEDICAL SOCIETY 


D. 
D. SNYDER M.D. 
GE STAFFORD, M. D. 


EARL VERMILLION, M: D. 


ERMILLION, M. D, Tescott 


APPENDICITIS 
Our Most Treacherous Disease 


‘The death rate from appendicitis is still needlessly high in 
spite of our greater knowledge of the disease, increased hos- 
pital facilities and improved surgical technique. The majority 
of deaths resulting from appendicitis are due to delay in seek- 
ing medical advice. 


In certain cities, notably Philadelphia, the mortality rate in 
acute appendicitis has been greatly reduced. This has been 
brought about by the dissemination of public information on 
the dangers of delay in secking carly medical attention and 
the danger of using laxatives in the presence of abdominal 


The Medical Doctor of today is fully cognizant of the import- 
ance of early diagnosis in acute appendicitis and of the virtual 
riskless operation in uncomplicated cases. Self treatment is 
dangerous as it means delay, compheations, and perhaps 
death. 


The following Medical Doctors are members of 
THE SALINE COUNTY MEDICAL SOCIETY 


A ANDERSON. M.D. J. K. HARVEY, 
. D. ARMSTRONG, M.D. C._M. JENNEY, M. D. MAURICE SNYDER, 

W. ARMSTRONG, M.D, PERRY LOYD, M. D. GEOR: TAFFORD, 
R HN. MOSES, 


NG D. VERMILLION, M.D, Tescott 
ERNEST E uD 


Can My Child Be 


The answer to all of these is,—' 
can and should be protected against 


cially dangerous for the child the fii 


Every infant should be protected by 
the first year. 
Most mothers know that they 


who receives this protection should 


ERNEST E HARVEY. MD 


Whooping Cough, Diphtheria 
and Smallpox ? 


Whooping Cough takes thousands of little lives cach year. It is espe- 


Sauer, M. D., goes the credit for the successful fight to banish this disease, 
The vaccination is absolutely safe and the cost of prevention is not large. 


Diphtheria. This is best done at the end of the first year. Every child 


the protection is absolute. The Medical Doctors of Kansas want to entire- 
ly eliminate this discase from our state. It can be done. Today, the pre- 
sence of Diphtheria means neglect on the part of the parents or the doctor, 


The vaccination against Small-pox should not be neglected. It gives 
perfect protection and cannot harm the child. 


The following Medical Doctors are members of 
boas SALINE COUNTY MEDICAL SOCIETY 


Protected Against 


—“yes, your child or any other child 
these diseases.” 


rst three years of life. To Louis W. 
this vaccination before the end of 


can protect their children against 


later be tested to make certain that 


J. 

MAURICE SNYDER, M.D. 
GEOR: M.D. 

EM ‘SUTTON, D. 


EARL VERMILLION, M.D, 


cD VERMILLION, D, Tescot! 


The Saline County Medical Society newspaper advertisements. 
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You Haven’t Seen Us Here Before! 


This is John Wyeth & Brother’s first ad in your State 
Journal, and we’re glad to be here to wish you a Happy 
and Prosperous New Year—Also to tell you about 


SILVER PICRATE 


An effective Council Accepted Treatment for 


TRICHOMONAS VAGINALIS VAGINITIS 


N effective treatment by Dry Powder Insufflation to be supple- 
mented by a home treatment (Suppositories) to provide con- 
tinuous action between office visits. Two Insufflations, a week apart, 
with 12 suppositories satisfactorily clear up the large majority of 
cases. 


SILVER PICRATE—a crystalli:.e compound of silver in definite chemical combination with 
Picric Acid. Dosage Forms: Compound Silver Picrate Powder—Silver Picrate Vaginal 
Suppositories. Send for literature today. 


JOHN WYETH & BROTHER, INC. ¢ PHILADELPHIA, PA. ¢ WALKERVILLE, ONTARIO e¢ LONDON, ENGLAND 


Simplifies - Speeds up the Subjective Test 


The Robinson-Cohen slide has _ this 
great advantage. The entire procedure 
can be performed without recourse to test 
letters. The letters at the completion, of 
the test serve only to verify the findings. 

In the Robinson-Cohen, the astigmatic 


test is performed against a monochromat- 
ic red background—the test for spherical 
correction is based upon the achromatic 
differentiation of the human eyes by the 
use of concentric circles in red or green 
fields respectively. This test discourages 
disturbing accommodative spasms — 
suggests an objective procedure — by 
avoiding any false impressions that the 
patient, himself, is selecting his own 
prescription. This test yields excellent 
results with children, illiterates and in 


fee most cycloplegic refraction of latent Last number of each line is an indication 
hyperopia cases. It is designed for use of the equivalent visual or 
© with the AO Project-O-Chart. example—Line ZNB/574— 


when patient identifies 4, 
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contributions medical science has made to advancing 
civilization.” 

_ Every two weeks, thereafter, an advertisement 
was run. It carried at the top of the ad, the com- 
bined emblem of the American Medical Association 
and the Saline County Medical Society, and was head- 
lined by pertinent bold face titles, followed with 
short, to the point stories about medical history and 
progress, medical contributions, advice concerning 
the value of preventive medicine and the import- 
ance of the periodic physical examination, the back- 
ground and service of the local ethical hospitals, and 
description of the value and functions of organized 
medicine. The “Medical Doctor” was purposely 
stressed, was always referred to in this way, and was 
made to appear frequently throughout the adver- 
tisements. 

The balance of the space, at the bottom of each 
ad, was devoted to a dignified listing of the members 
of the county society, consisting of their name and 
followed by the usual M. D. suffix. 

Typical of the headlines and titles used in these 
advertisements were the following: “Is your Doctor 
an M. D.?” “Go to your Doctor in advance of trou- 
ble”; “Appendicitis—our most treacherous disease”; 
“Today Medical Science can keep you well”; “Heart 
disease—the number one cause of death”; “Shall my 
boy be a Medical Doctor?” 

The Committee on Public Education of the local 
society prepared the entire series of articles itself. 
The material is original, and an attempt was made 
to have the articles appear timely in relation to 
seasonal trends and variations of prevalent diseases. 
The advertisements were given a prominent position 
in the newspaper, and the contents were assembled 
in such a manner that they did not appear like an 
ordinary commercial advertisement. 

Since this type of advertising in no way violates 
the code of ethics of the American Medical Associa- 
tion, their appearance should be entirely unobjec- 
tionable from the ethical standpoint and cause no 
embarrassement from members of the profession in 
adjoining counties. 

Nor were they criticized as far as we know by the 
cultist groups, of which this community has many, 
so no statements of a derogatory nature were made or 
aimed directly at them. We felt that rather than 
“throw stones” we would appear more deserving in 
the eyes of the public if we left the cults out of it and 
proceeded in a more subtle way by stressing the 
great achievements, the high standards and honorable 
history of the medical profession. 

How much good we have done through the news- 
paper plan of public education is difficult to de- 
termine at the present time. We have run these ads, 
in the fashion described, for the last two years. They 
have received much favorable comment from the 
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allied professions, such as the dentists and the drug- 
gists. We know the public reads them, and we feel 
confident that they are doing some good. 

Educating the public along medical lines, through 
any medium of publicity, comes only after much 
persistent and repeated efforts. Commercial adver- 
tisers have long realized that getting a product be- 
fore the public necessitates continuous advertising, 
even after the product has become adopted. Public 
medical education is certainly no exception and to 
be effective must be carried on at frequent intervals 
and probably permanently. 

We are convinced that educational advertisements 
such as we have planned can do nothing but bring 
some favorable results. Articles on health, when 
sponsored by the regular profession, would tend to 
make people more health conscious. In order to be ef- 
fective they should attempt to sell the public on the 
idea of disease prevention and point out the effective- 
ness of treatment in cases which come early to the 
doctor before the disease process becomes irreversi- 
ble. The vastness of the field of medical science 
should be called to their attention, and the role 
played by the modern medical man as a necessary 
factor in che continued progress of this ever chang- 
ing science stressed. The public should know more 
about the activities of organized medicine and how 
it concerns itself with public health problems, with 
raising the standards of the practice of medicine, its 
hospital regulation and how through its many coun- 
cils there is maintained a watchful eye over the health 
of nation. 

It is only through obtaining the continued sup- 
port of the public that the present high standards of 
medicine can be maintained. This can be brought 
about in any number of different ways. It can be 
done in no better manner than by letting the laity 
in on a few medical secrets-ie. medical education, 
and why not by way of the newspaper advertisement. 


Oil Soluble Anesthetics in the Treatment of Anal 
Fissure 


(Continued from Page 19) 


Other contra-indications are systemic conditions as 
nephritis, diabetes, senility, anemia etc. which cause 
decrease in tissue resistance. The criticism of oil 
soluble anaesthetics would be less if only a superior 
preparation from ampoules is used and the simple 
rules of injection are rigidly followed. The oil should 
never be injected into the skin or mucous membrane 
as slough is very likely to result; the solution should 
be distributed in a fan like manner as pooling may 
cause severe local tissue reaction and be followed by 
sloughing. If induration follows injection the hard- 
ened area should not be incised as remission without 


. 
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RECENT ADVANCES IN THE SCIENCE OF NUTRITION 


V. Factors Affecting the Vitamin C Contents of Foods 


@ Recent development of the chemical meth- 
od for estimation of ascorbic acid (1) has 
permitted more thorough study of factors 
determining the vitamin C contents of foods. 
Circumspectly used, the 2, 6 dichlorphenol- 
indophenol or “indicator” titration method 
for vitamin C determination has proven an 
invaluable tool in this phase of research. 


It is now apparent that the vitamin C con- 
tent of food at the time of consumption is 
conditioned, first, by the initial ascorbic acid 
content of the food at the time of harvest- 
ing, and second, by the treatment to which 
the food is subjected between the time of 
harvesting and the time of consumption. 


The initial vitamin C level in raw foods has 
been found to depend on factors such as 
variety, maturity and growing conditions 
(2). Under usual conditions of food crop 
production, such factors are only partially 
subject to human control. However, the 
factors influencing vitamin C in foods from 
harvesting until consumption are capable 
of closer regulation by man. 


For example, it is known that long storage 
at improper temperatures adversely affects 
the initial ascorbic acid contents of foods. 
Even at refrigeration temperatures raw 
foods may lose substantial amounts of vita- 
min C during storage. Rough handling— 
which causes rupture of vegetable tissue— 
is also conducive to vitamin C loss espe- 
cially when followed by improper storage. 
Certain metals will catalyze vitamin C de- 
struction and even commonly used home- 


cooking methods are attended by losses of 
this essential dietary factor (2). 


Briefly, preservation of vitamin C in foods 
between harvesting and consumption is 
essentially a problem of preventing or re- 
ducing oxidation, either enzymatic or at- 
mospheric. In addition, physical or solution 
losses must be minimized in preparation of 
the food for the table. It is pertinent to note 
that modern commercial canning proce- 
dures are well adapted to control both these 
chemical and physical losses of vitamin C (3). 


The use of prime raw stock and quick 
transport to the cannery after harvesting; 
rapid inactivation of enzymes through heat 
treatment; and large scale automatic opera- 
tions with minimal exposure to air, are basic 
practices common to all modern canning 
procedures. All serve to check oxidative 
losses of the initial ascorbic acid present in 
raw foods. In addition, during canning, the 
foods are cooked by the heat process while 
contained in the sealed can. The liquid 
within the can, therefore, retains vitamin C 
which has been removed from the food 
by solution. 


Researches have shown that many com- 
mercially canned foods are to be listed 
among the most valuable contributors of 
vitamin C to the diet of the American people 
(2, 3, 4). Such findings demonstrate the 
effectiveness of modern commercial can- 
ning procedures in preservation to the high- 
est practical degree of the initial vitamin C 
contents of foods. 


AMERICAN CAN COMPANY 


230 Park Avenue, New York, N. Y. 


(1) 1932. Zeschr. f. Untersuch. d. 
Lebensmitt. 63, 1. 
1933. J. Biol. Chem. 103, 687. 
(2) 1938. J. Amer. Med. Assn. 111, 1290. 


" (3) 1932. Ind. Eng. Chem. 24, 650. 
(4) 1938. J. Amer. Med. Assn. 110, 650. 
1937. Bull. 19-L Nat'l. Canners Assn., 
Washington, D. C., 4th Ed. 


AMERICAN 


We want to make this series valuable to you, so we ask your help. Will you 
tell us on a post card addressed to the American Can Company, New York, 
N. Y., what phases of canned foods knowledge are of greatest interest to you? 
Your suggestions will determine the subject matter of future articles. This is 
the forty-fourth in a serics, which summarize, for your convenience, the con- 


clusions about canned foods reached by authorities in nutritional research. 


MEDICAL 
ASS 


The Seal of Acceptance denotes that 
the statements in this advertisement 
are acceptable to the Council on Foods 
of the American Medical! Association, 
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necrosis or drainage usually results if the area is 
treated conservatively. 


The technique may be carried out with the cold 
knife or better with electro-surgery as follows: After 
complete dilation and exposure the fissure is excised 
with the cutting current, care being exercised not to 
encroach too much on the sphincter muscles. The 
incision is carried back into the post-anal skin 
the edges trimmed away producing a large tri- 
angular drainage wound at least two and one half or 
more inches on all sides. The deeper the cut through 
the sphincters the further back should be the pos- 
terior drainage would be carried. The degree of con- 
traction of the anus at the original digital examina- 
tion acts as a guide to the amount of division of the 
sphincters required. A safe rule is to completely di- 
vide the fibers of the subcutaneous external sphincter 
which is often erroneously regarded as the entire 
external sphincter. The reader is again referred to the 
detailed anatomy of the sphincter and levator muscles 
as described in a splendid contribution by Milligan 
and Morgan. 


If, after division of the subcutaneous external 
sphincter, sufficient relaxation is not obtained, one 
should proceed cautiously into the deeper portions of 
the sphincter apparatus inserting the finger after 
each small cut until the desired result is secured. It 
may be necessary to completely divide the fibers of 
the superficial and deep layers of the external sphinc- 
ter to give complete relief. The usual tendency is to 
make too superficial divisions. The fact that a com- 
plicating pectenosis may obscure the exact division 
between the sphincter bundle must be recognized. 
The pecten band must be divided. 


SUMMARY 


The great value and the proper technique in the 
injection of anucaine, an oil soluble anesthetic, has 
been described in both the treatment of the acute 
and chronic fissure. Emphasis has been placed on the 
pathological criteria for the essential classification 
of fissure into the simple and chronic types. The im- 
portance of recognizing that surgery with the proper 
division of the anal sphincter muscles is frequently 
the only means to relieve and cure the chronic fissure 
patient is particularly brought to your attention. 
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NEWS NOTES 


PAMPHLET 
The Society issued on December 23, a pamphlet entitled 
“Facts About Osteopathy”. 
The pamphlet, which was forwarded to all members, 
contains a discussion of the qualifications of osteopaths to 


practice medicine and surgery. 


GROUP HOSPITALIZATION 

A sub-committee of the Society Committee on Medical 
Economics is now conferring with a sub-committee of the 
Kansas State Hospital Association about possibilities per- 
taining to group hospitalization plans in Kansas. 

Both committees plan to make reports on this subject 
within the near future. 

SCHOOL PROGRAM 

The Committee on Public Health and Education has re- 
cently made arrangements tg confer with the Kansas State 
Board of Education, and the Kansas State Teachers Asso- 
ciation about the possibility of the Society joining with 
those organizations in an effort to provide more complete 
and extensive health programs in Kansas schools. 


BLIND PROGRAM 


’ Dr. C. J. Mullen, State Ophthalmologist, Kansas City, 
Kansas, issued the following report pertaining to the Kan- 
sas State Board of Social Welfare restoration of sight pro- 


gram: 
No. of cases approved as eligible for treatment to date....401 
No. of cases completed treatment . 64 


16 cases still eligible for Aid to the Blind 
48 cases no longer eligible for Aid to the Blind 
No. of cases under treatment ...................-.----eeceeeeeeeeeeeees 106 
No. of cases eligible for treatment but have not ac- 
cepted treatment 


Statistics Concerning Completed Cases in November 


224 


Total cost of completed cases in Novembet............ $2,544.70 
Average cost of cases completed in November...... 110.64 

Doctors fees 58.3% 

34.7% 

Optical fees 0.4% 

Drugs 0.6% 
Total cost a all 64 cases $5,467.12 
Average cost per case 85.42 
Total no. of examinations 1564 


Total no. of cases eligible for Aid to Blind.......... 1243 
Total no. of cases non-eligible for Aid to Blind.... 316 
Total no. of cases pending 5 


The Kansas Social Welfare Journal, the official publica- 
tion of the Kansas State Board of Social Welfare made the 
following comments about Dr. Mullen’s report in its De- 
cember issue: 


“This means that these 48 individuals, hitherto 
dwelling in a world of deep shadows or of total black- 
ness, will henceforth live in a world of light and 
color—restored to normal life and increased usefulness. 
It means that 48 persons will no longer be eligible for 
aid to the blind, and that they may eventually be re- 
turned to the status of self-supporting citizens. It is, in 
effect, a return from the valley of shadows. 
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Loss of time and worry are luxuries that 
no doctor can afford. He must conserve his 
time and energy, keep his mind free for emer- 
gencies. Yet there are many doctors who 
“can’t spare the time” to provide for assured 
protection against the serious loss of time and 
money, and the lack of peace-of-mind, that 
only Insurance can eliminate! 

How about your Insurance? Does it cover 
all the risks that face you every day of your 
life? Unless you are sure, make sure! Call 
in an EMPLOYERS MUTUALS man to go over 
your policies, make unbiased, constructive 


EMPLOYERS MUTUAL 
LIABILITY INSURANCE CO. 


suggestions, and consider your specific prob- 
lems in the light of his wide knowledge of 
Workmen’s Compensation, Public Liability, 
Automobile, Plate Glass, Residence Burglary 
and Fire Insurance! . 

For more than a quarter of a century, EM- 
PLOYERS MUTUAL LIABILITY INSURANCE 
CoMPANY has guarded the interest of its poli- 
cyholders, given them complete protection, 
and saved them money. You know the Com- 
pany and its record. Why don’t you phone or 
write the nearest Branch Office for a repre- 
sentative to call—today? 


EMPLOYERS MUTUAL 


Automobile, Public Liability, W orkmen’s Compensation 
Plate Glass, Burglary, Fire and Tornado Insurance 
HOME OFFICE: WAUSAU, WISCONSIN 


WICHITA: 914 UNION NATIONAL BLDG. 


Branch Offices and Resident Representatives throughout the Middle West 
Consult Your Local Telephone Directory : 


FIRE INSURANCE CO. 
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“Of the number approved, however, only 177 have 
accepted the opportunity. Reasons given by most of 
the 224 persons who have not accepted, to date, are: 
(1) They feel they are too old to undergo the opera- 
tion or treatment necessary, or to benefit materially 
from it; (2) some fear the treatment; and (3) others 
say they will accept the treatment at a more opportune 
time.” 

“Personal relationship between doctor and client is 
maintained at all times, under the program. Choice 
of doctors is optional with the patient, with one pro- 
viso: the doctor chosen must be one of the state ap- 
proved ophthalmologists.” 

“Every examination made is thorough and complete, 
and in every case, the best instruments and scientific 
knowledge are utilized for detection and examination 
of ailments. “The cooperation of ophthalmologists,’ 
said Dr. Mullen, ‘has been excellent.’ 

“After the examination, the examining doctor dis- 
cusses with the patient the advisability of treatment 
and its chances for success. The client is frankly 
warned, if his condition is complicated and liable not 
to yield to treatment. His choice or rejection is, in all 
cases, voluntary.” 


CONTROL OF CANCER 


Dr. F. P. Helm, Secretary of the Kansas State Board of 
Health, received the following letter from C. C. Little, 
Managing Director of the American Society for the Control 
of Cancer on December 5: 

“Please convey to the Cancer Committee of the 
State Medical Society the congratulations and appre- 
ciation of the American Society for the Control of 
Cancer for the excellent piece of work done by that 
Committee during this year in cancer control. The pro- 
fessional meetings organized as a Post-Graduate course 
in cancer are of great importance. We hope that other 
States will follow your lead.” 


DEATH NOTICES 


Dr. Marvin Hall, 45 years of age, died at his home in 
Topeka on December 21. Dr. Hall was born at Conway, 
Kansas in 1893 and received his high school education in 
the McPherson High School. He attended the University 
of Kansas and the University of Louisville, and graduated 
from the Louisville School of Medicine in 1917. He was 
commissioned a first lieutenant in the medical corps. dur- 
ing the World War. At the close of the war, Dr. Hall be- 
gan his practice of medicine in Canton, Kansas, and later 
moved to Topeka where he continued his practice until 
the time of his death. He was a member of the Shawnee 
County Medical Society. 


Dr. Ray G. Hill, 79 years of age, died at his home in 
Wamego on November 28. Dr. Hill was born in Scitutae, 
Rhode Island, in 1859 and received his medical education 
at the Hahnemann Medical College in Chicago, graduating 
from there in 1889. He moved to Wamego and continued 
his practice there for nearly fifty years. He was an honor- 
ary member of the Pottawatomie County Medical Society. 


Dr. Theophilus E. Hinshaw, 80 years of age, died at his 
home in Winfield on December 23. Dr. Hinshaw was 
born at Pleasant Hill, Missouri, in 1858. He attended the 
grade and high schools at Pleasant Hill and later received 
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his medical degree from the Washington University at St. * 
Louis, Missouri, in 1882. He practiced medicine at Chapel 
Hill, Missouri, for a short time then moved to Winfield 
where he continued until the time of his death. He was an 
honorary member of the Cowley County Medical Society 
which honored his fiftieth year in medicine in 1932. 


Dr. Robert C. Hutcheson, 80 years of age, died at his 
home in Elk Falls on January 1. He received his medical 
education at the Kansas City Medical College and graduated 
in 1885. He had practiced medicine in Kansas for over 
fifty years. He was an honorary member of the Elk County 
Medical Society. 

Dr. John P. Kaster, 81 years of age, died in a Wichita 
hospital on December 13. He was a resident of Topeka. 
Dr. Kaster was born in Burlington, Iowa, in 1857, and re- 
ceived his degree of medicine from the Rush Medical Col- 
lege in Chicago. Dr. Kaster had been practicing medicine 
for fifty-four years and had served as head of the medical 
staff of the A. T. & S. F. Railroad Hospital for forty-one 
years. He was an honorary member of the Shawnee County 
Medical Society. 


Dr. Maggie L. McCrea, 74 years of age, died at her home 
in Sterling on December 19. Dr. McCrea was born in Iowa 
in 1864 and attended the Northwestern University Woman's 
Medical College from which she was graduated in 1891. She 
had practiced in Sterling for more than thirty years. She 
was a member of the Rice County Medical Society. 


Dr. Emery Trekell, 61 years of age, died at his home in 
Wellington on December 8. Dr. Trekell was born in Cass 
County, Missouri, in 1887. He attended the University of 
Kansas, Lawrence, and later graduated from Northwestern 
University Medical School in Chicago, in 1910. He began 
the practice of medicine at Milan, later moved to Liberal 
then settled in Wellington in 1933. He was Sumner County 
Health Officer. He was a member of the Sumner County 
Medical Society. 


Dr. Alpha John Wedel, 56 years of age, died at his home 
in Hesston on December 25. Dr. Wedel was born in Mc- 
Phergon, Kansas in 1882. He received his medical educa- 
tion at the University Medical College of Kansas City and 
was graduated in 1910. He returned to his home town of 
McPherson and practiced there until 1913 when he moved 
to Hesston where he remained until the time of his death. 
He was a member of the Harvey County Medical Society. 


Dr. Jonathan H. Winterbotham, 65 years of age, died 
at his home in Salina on November 27. He received his 
medical degree from the Rush Medical College in Chicago, 
in 1896. He was a member of the Saline County Medical 
Society. 


MEMBERS 


Dr. L. R. King, of Junction City, has retired from the 
active practice of medicine. He had practiced in Junction 
City for almost 49 years. 


Dr. Byron Shifflet, Topeka, has moved to Los Angeles, 
California, where he will continue his practice. 


Dr. Clifford Van Pelt, formerly of Paola, has moved to 
Riley where he will open an office. 


Dr. Arthur E. Hertzler, Halstead, and Dr. Karl A. Men- 
ninger, Topeka, will speak at a meeting of the International 
Post-Graduate Medical Assembly which is to be held in 
San Antonio, Texas from January 24 to 26. 


4 
‘fla 
2 


JANUARY 1939 


Indicated in the management of 


RESTLESSNESS, IRRITABILITY and INSOMNIA 


whenever these symptoms occur . . . 


@ It produces a sleep closely resembling the normal from which the 
patient awakens generally calm and refreshed. 


@ It is readily absorbed and rapidly eliminated. 
@ Its average therapeutic dose is small (2 to 4 grains). 


@ It is free from cumulative effect when dosage is properly regulated. 


@ No untoward organic or systemic effects have been reported during 
the 14 years in which it has been used. 


Ipral Calcium (calcium ethylisopro- 
pylbarbiturate) is supplied in 2-gr. 
tablets and in powder form for use as 
a sedative and hypnotic, and in 34-gr. 
tablets for use where it is desired to 
secure throughout the day a contin- 
ued, mild, sedative effect. 


Ipral Sodium (sodium ethylisopro- 


pylbarbiturate) is supplied in 4-gr. 
tablets for preanesthetic medication. 


Elixir Ipral Sodium—Useful where 
a change in the form of medication 
is desirable. One teaspoonful of 
the elixir represents 1 gr. of Ipral 
Sodium. Available in 16-fl. oz. 
bottles. 


For literature address Professional Service Dept., 745 Fifth Avenue, New York 


MADE BY E. R. SQUIBB & SONS, MANUFACTURING 
CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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COUNTY SOCIETIES 


The Allen County Medical Society met in Humboldt on 
December 20. The following officers were elected for 1939: 
Dr. L. F. Schmaus, Iola, president; Dr. A. R. Chambers, 
lola, vice president; Dr. O. L. Cox, Iola, secretary; and Dr. 
F. L. B. Leavell, Iola, treasurer. 


Members of the Barton County Medical Society met in 
Great Bend on December 30. Officers for the coming year 
were re-elected as follows: Dr. T. J. Brown, Hoisington, 
president; Dr. Don Kendall, Great Bend, vice president; 
Dr. L. R. McGill, Hoisington, secretary-treasurer and dele- 
gate to State Society Meeting. 


Dr. W. T. Wilkeniing, Fort Scott, was re-elected president 
of the Bourbon County Medical Society at a meeting on 
December 19 in Fort Scott. Other officers who will serve: 
Dr. J. J. Cavanaugh, Fort Scott, vice president; Dr. L. E. 
Ketner, Fort Scott, secretary-treasurer; Dr. R. O. Crume, 
Fort Scott, State Meeting delegate. 


Election of officers was held at the December 2 meeting 
of the Brown County Medical Society in Horton. Dr. G. M. 
Edmonds, Horton, was elected president; Dr. E. K. Law- 
rence, Hiawatha, vice president; Dr. S. B. Beecher, Everest, 
secretary; and Dr. R. T. Nichols, Hiawatha, State Meeting 
delegate. 


The Butler-Greenwood County Medical Society met in 
ElDorado on December 9 for the annual election of offi- 
cers. Dr. A. P. Gearhart, Wichita, guest speaker on the 
scientific program, presented a paper on “Fractures”. Offi- 
cers who will serve during 1939 are as follows: Dr. R. M. 
Brian, El Dorado, president; Dr. Floyd Dillenbeck, El 
Dorado, vice president; Dr. W. E. Janes, Eureka, secretary- 
treasurer. 


Members of the Central Kansas Medical Society re-elected 
Dr. George Zerzan, Holyrood, president, Dr. B. Anderson, 
Victoria, vice president, and Dr. Alza McDermott, Ellis, sec- 
retary-treasurer, at a meeting in Hays on December 1. Dr. 
C. Omer West, Kansas City, presented a paper on “The 
Modern Conception of Acne”, and Dr. M. J. Owens, Kansas 
City, spoke on “The Diagnosis and Treatment of Acute 
Pancreatitis”. 


The annual meeting of the Clay County Medical Society 
for the election of officers was held in Clay Center on De- 
cember 21. The following officers were elected: Dr. G. W. 
Bale, Clay Center, president; Dr. J. B. Stoll, Clay Center, 
vice president; Dr. F. R. Croson, Clay Center, secretary- 
treasurer; Dr. C. C. Lewis, Industry, State Meeting delegate. 
Dr. Clifton Hall, Topeka was the guest speaker on the pro- 
gram. 


Dr. N. P. Sherwood, Lawrence, was elected president of 
the Douglas County Medical Society at their annual meet- 
ing and election of officers on December 6, in Lawrence. 
Other officers elected to serve are as follows: Dr. R. A. 
Schwegler, Jr., Lawrence, vice president; Dr. E. M. Owen, 
Lawrence, treasurer; Dr. J. M. Mott, Lawrence, secretary; 
Dr. H. L. Chambers, and Dr. Lyle S. Powell, Lawrence, 
State Meeting delegates. Dr. Hugh Dwyer, Kansas City, 
spoke on “Nephritis in Children” at the January 3 meeting 
also held in Lawrence. 


The Edwards County Medical Society held its regular 
meeting in Kinsley on December 16. Dr. A. C. Armitage, 
Kinsley, was elected president for 1939, and Dr. L. M. 
Schrader, Kinsley, as secretary. 
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Members of the Franklin County Medical Society met in 
Ottawa for a luncheon-meeting on November 29. Officers 
elected for 1939 are as follows: Dr. J.:E. Wallen, Ottawa, 
president; Dr. W. L. Jacobus, Ottawa, vice president; Dr. 
F. A. Trump, Ottawa, secretary; and Dr. P. R. Young, Otta- 
wa, treasurer. 


A meeting of the Harvey County Medical Society was 
held in Newton on December 5. Dr. George Westfall, 
Halstead, presented a paper on “Gas” and Dr. M. C. Mar- 
tin, Newton, a paper on “Fetus Papyraceus”. Officers 
elected for 1939 are as follows: Dr. J. A. Wheeler, New- 
ton, president; Dr. E. E. Peterson, Halstead, vice president; 
Dr. J. A. Grove, Newton, secretary-treasurer. 


The Leavenworth County Medical Society held its an- 
nual election of officers for 1939. Those elected to serve: 
Dr. R. S. McKee, Leavenworth, president; Dr. R. H. Moore, 
Lansing, vice president; Dr. W. L. Pratt, Leavenworth, sec- 
retary-treasurer. 


The Linn County Medical Society met in Mound City 
on January 2 for the election of officers for the -coming 
year. The following were elected: Dr. J. R. Shumway, 
Pleasanton, president; Dr. L. D. Mills, Mound City, vice 
president; Dr. David E. Green, Pleasanton, secretary-treas- 
urer. 


Dr. Rex Diveley, Kansas City, presented a paper on 
“Recent Advances in Treatment of Fracture of the Hip” at 
the regular meeting of the Lyon County Medical Society in 
Emporia on December 5. The following officers were elect- 
ed for the coming year: Dr. O. J. Corbett, Emporia, presi- 
dent; Dr. C. C. Underwood, Emporia, vice president; Dr. 
C. O. Meredith, Jr., Emporia, secretary. 


The following officers were elected to serve for the com- 
ing year at a meeting of the Marion County Medical Society 
in Marion on December 7: Dr. G. J. Goodsheller, Marion, 
president; Dr. A. C. Eitzen, Hillsboro, vice president; Dr. 
R. R. Melton, Marion, secretary-treasurer, and State Meeting 
delegate. 

Dr. C. O. Shepard, Independence, was elected president 
of the Montgomery County Medical Society at a meeting 
in Independence on December 15. Other officers elected 
to serve are as follows: Dr. J. H. Low, Coffeyville, and Dr. 
W. F. Coon, Caney, vice presidents; Dr. H. O. Bullock, In- 
dependence, secretary-treasurer. Dr. H. L. Snyder, Win- 
field, was the guest speaker on the program. 


Dr. P. A. Pettit, Paola, and Dr. James T. Fowler, Osa- 
watomie, were elected president and secretary respectively 
of the Miami County Medical Society at a recent meeting 
of that society in Paola. 


Dr. H. B. Vallette, Beloit, was re-elected president of the 
Mitchell County Medical Society at a meeting held in De- 
cember. Dr. H. L. Collins, Beloit, was elected secretary of 
the organization. 


The members of the Pratt County Medical Society re- 
elected Dr. Herbert Atkins, Pratt, as president, and Dr. 
Athol Cochran, as secretary-treasurer, at a meeting in Pratt 
on December 20. Dr. J. R. Campbell, Pratt, was elected as 
vice president. 


The members of the Riley County Medical Society met 
in Manhattan on December 17 for their annual election 
of officers. Those elected are as follows: Dr. Kellogg F. 
Bascom, Manhattan, president; Dr. W. H. Clarkson, Man- 
hattan, vice president; Dr. David T. Loy, Manhattan, secre- 
tary-treasurer. 
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PROTECTION 


Medical Protective Company, with its great 
experience, behind me to fight the case and to 
feel that had a judgment been rendered I was 
insured by such a strong reputable company.” 


Behind 
MERCUROCHROME 
a of | 
Precise manufacturing methods in- 
suring uniformity 


Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the 
Council of Pharmacy and Chem- 


istry of the American Medical 
Association 


A booklet summarizing the impor- . 
tant reports on Mercurochrome and 
describing its various uses will be 
sent to physicians on request. 


Hynson, Westcott & Dunning, Inc. 
BALTIMORE, MARYLAND 


et 
Eve 
wits 


Every Smith-Dorsey product is safeguarded in three ways: 
We operate a control laboratory for the purpose of 
testing raw materials for purity. 


Finished products are thoroughly tested for con- 
formity to label statements. 


No new products are released without subjecting 
them to physiological tests. 


Physicians must have prep- 
arations the ingredients and 
efficacy of which are of un- — 
questioned value. The steady 
growth of The Smith-Dor- 
sey Company from 1908 is 
the best indication that our 
products measure up to 
these requirements. 


PHARMACEUTICALS 
YOU CAN 
PRESCRIBE WITH CONFIDENCE 


Our laboratory is modern and complete and is 
manned by competent university trained chemists. 
No expense is spared to make research complete. 
No preparations are ever offered the laity. 


Such is the background of Smith-Dorsey products. 


THE SMITH-DORSEY COMPANY Lincoln, Nebraska 


FOUNDED 190 8 
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The Marshall County Medical Society held its annual 
Christmas meeting on December 15 in Marysville. 


The Reno County Medical Society held a meeting in 
Hutchinson on December 31. 


The Saline County Medical Society held its annual meet- 
ing in Salina on December 8 with Dr. E. G. Padfield and 
Dr. E. M. Sutton both of Salina, presenting motion picutres 
on “Pyloric Stenosis in Infants” and “Valves of the Heart 
in Action” respectively. Officers elected for 1939 are 
as follows: Dr. Porter Brown, Salina, president; Dr. Leo J. 
Schaefer, Salina, vice president; Dr. George E. Stafford, 
Salina, secretary and Dr. O. R. Brittain, Salina, treasurer. 


Dr. Fred J. McEwen, Wichita, was elected president of 
the Sedgwick County Medical Society at its annual banquet 
and election of officers on December 20. Other officers 
elected are: Dr. H. W. Palmer, Wichita, vice president; 
Dr. A. L. Ashmore, Wichita, secretary; Dr. H. R. Hodson, 
Wichita, treasurer. 


Members of the Shawnee County Medical Society held 
their annual election of officers for the coming year at the 
meeting in Topeka on December 18. Those elected are: 
Dr. W. C. Menninger, Topeka, president; Dr. W. K. 
Hobart, Topeka, vice president; Dr. F. C. Taggart, Topeka, 
secretary; and Dr. M. B. Miller, Topeka, treasurer. 


The Washington County Medical Society held their an- 
nual election of officers at a meeting in Washington on 
December 13. Dr. Fred E. Rogers, Linn, was elected as 
president; Dr. Donald Bitzer, Washington, vice president; 
and Dr. F. H. Rhoades, Washington, secretary-treasurer. 


Dr. C. J. Mullen, Kansas City, was elected president of 
the Wyandotte County Medical Society at a meeting on 
December 20. Other officers elected to serve are as follows: 
Dr. L. E. Growney, Kansas City, vice president; Dr. O. W. 
Davidson, Kansas City, secretary; Dr. Thomas Richmond, 
Kansas City, treasurer. 


AUXILIARY 


officers with a 1:00 o'clock luncheon at the Lamar Hotel. 
Thirty-five attended. 

Dr. West, our Advisory Board Chairman, gave us a pep 
talk and Mrs. Chas. C. Tomlinson, our National President 
who was our honor guest talked to us at the luncheon. 

Mrs. Frank Motz, wife of the Publisher of the Hays 
Daily News, gave a book review of Anne Lindbergh;s latest 
book, “Listen! The Wind.” After the luncheon Central 
Kansas Auxiliary held their county meeting. At 6:30 o'clock 
we joined the Central Kansas Medical Society for dnnner in 
the Function Room. 

National Convention will be held May 15 in St. Louis 
and the Chase Hotel will be the National Auxiliary head- 
quarters. 

Mrs. F. E. Coffey. 


The Barton County Auxiliary, newest member of our 
family, begins its program enthusiastically. Mrs. H. W. 
Jury of Claflin represented Barton County at the state 
board meeting in Hays and as president of her organization. 


The Sedgwick County Auxiliary held their December 
luncheon meeting December 12 at the Innes Tea Room, 
Wichita. Dr. Hazel Branch, head of the Zoology department 
at the University of Wichita, was guest speaker. 


Mrs. W. G. Emery, press-publicity chairman, will have 
charge of the state scrap book this year. Letters have been 
sent to all county organizations announcing the fact and 
requesting press clippings relating to Auxiliary activities of 
all kinds and items concerning individual members of Aux- 
iliaries. Many items to which the policy of The Journal 
denies publication may be included in our scrap-book. 


HEALTH 


AND ACCIDENT INSURANCE 


For Ethical Practitioners* 
Exclusively 


$5,000.00 accidental death 


$25.00 weekly indemnity, health and accident _ per year 


PRESIDENT’S MESSAGE 


Dear Auxiliary Members: 

The Christmas holidays are over and we are all back to 
work again. 

I had a very inspirational trip to Chicago. What a joy 
recognizing the many women we met in San Francisco. 
The weather was ideal on the way and in Chicago. 

Mrs. Tomlinson, our National President, of whom we 
are all so very proud, presided at the meeting November 11 
in the Palmer House Hotel. The Chairmen gave their re- 
ports and we attended luncheon in the adjoining room. Dr. 
Bauer talked to us about Hygeia and the interests of the 
American Medical Association at this time. 

The State Presidents gave their reports in the afternoon. 
Everybody is on their toes and standing behind the doctors. 

Hygeia is wanted to double its subscription this year. I 
hope Kansas will do its part. 

The State Meeting was held December 1 at the Lamer 
Hotel in Hays. It was well attended by officers from Cloud, 
Wyandotte, Labette, Wilson, Sedgwick, Ford, Central Kan- 
sas, and Barton Counties. 

Central Kansas Medical Auxiliary entertained the state 


$10,000.00 accidental death. 


$50.00 weekly indemnity, health and accident per year 


$15,000.00 accidental death ate 


$75.00 weekly indemnity, health and accident __ per year 


37 years’ experience under same management 


$1,500,000 INVESTED ASSETS 
ASSURE ABILITY TO PAY 
More Than $8,000,000.00 Paid For Claims 
Disability need not be incurred in line of duty—benefits 
from beginning day of disability 
Associations? Send for applications, 
E. E. ELLIOTT, 
Sect’y-Treas. 
Physicians Casualty 
Associati 
PIiH 
Oman? 


on 
Physicians Health 
Association 


400 First National Bank Bldg. 
OMAHA, NEBRASKA 


$200,000 deposited with State of Nebraska for our members’ 
protection 
*15,000 are already members. 
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SOME 50,000 DOCTORS 


Ir certainly shows how alert medical men 
are in keeping informed on all significant research 
...when more than 50,000 busy physicians send 
for reprints of articles on the influence of hygro- 


scopic agents on irritation from cigarette smoking. 


These studies are not only interesting but 
valuable to physicians when called upon to give 


advice on smoking. — Purr Morris & Co., Ltp., INc. 


. PLEASE ASK US any questions on the 
physiological effects of smoking—our research 
files contain exhaustive authoritative data. 


IF YOU WOULD LIKE COPIES of reprints listed below, check those 
you wish, tear off this part of the page, and mail to PHILIP MORRIS & CO., 
LTD., INC., 119 Fifth Avenue, New York... Proc. Soc. Exp. Biol. and Med., 
1934, 32, 241-245 LC) N. Y. State Jour. Med., 1935, 35-No. 11, 590 O 
Laryngoscope, 1935, XLV, 149-154 L Laryngoscope 1937, XLVII, 58-60 0 


NAME M. D. 


ADDRESS 


CITY. STATE 


KANSAS 
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Please let your light shine forth. Items will be inserted in 
the scrap-book as received, whether written or printed. 


The Kansas Medical Society has gathered a mass of data 
relating to osteopathic educational claims. This is analysed 
and compared to educational requirements of doctors of 
medicine. Such data shouldbe useful information for Aux- 
iliary study. 


Dr. C. Omer West of Kansas City, chairman of the ad- 
visory board of The Kansas Medical Society, interestingly 
discussed the possible methods of increasing the member- 


ship. Mrs. Frank Motz reviewed Anne Lindbergh’s “Listen! 
The Wind”. The ladies were guests of the Central Kansas 
Medical Society at a six thirty o’clock dinner at the Lamar 
Hotel. 
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CLASSIFIED ADVERTISEMENTS 
Morphine and Other Drug Addictions—Selected patients 
who wish to make good and learn how to keep well; 
methods easy, regular, humane. 28 years’ experience. 
oo Weirick’s Sanitarium, 162 South State St., Elgin, 
FOR SALE: 1936 AMA Directory $5.00 prepaid. 
P. O. Box 989, Ardmore, Okla. 


THE STOKES HOSPITAL 
LOUISVILLE, KY. 
For the treatment of 
Alcoholism, Deus | Mental and 


Phone Highland 2101 or Write for Rates and Folder 
E. W. Stokes, Medical Director 


Aleohol — Morphine — Barbital 


Addictions Successfully Treated Since 1897 by the Methods of Dr. B. B. Ralph 


THE RALPH SANITARIUM 


529 Highland Ave. 


Approved by the Council on Medical Education and Hospitals of the A.M.A. 


Write for descriptive booklet 


Ralph Emerson Duncan, M.D. 
Director 

Kansas City, Mo. 
Telephone—Vlctor 4850 
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of Formula A grees with 


INFANT - 
FEEDING 
PRACTICE 
POINTERS 


Answers to 
Physicians’ Questions 


1. Q. What is the composition of 
a whole milk formula for the 
newborn? 


A. Whole milk, 10 ozs. Boiled 
water, 10 ozs. Karo Syrup, 2 
tablespoons. 


. Q. What is the composition of 
an evaporated milk formula for 
the newborn? 


A. Evaporated milk, 6 ozs. 
Boiled water, 12 ozs. Karo 
Syrup, 2 tablespoons. 


. Q. What is the composition of 
an acid milk formula for the 
newborn? 


A. Lactic acid milk, 12 ozs. 
Boiled water, 8 ozs. Karo 
Syrup, 2 tablespoons. 


Infant feeding practice is primarily the concern of the 
physician; therefore, Karo for infant feeding is adver- 
tised to the Medical Profession exclusively. For further 
information, write Corn Products Sales Company, 
Dept. sj.1 17 Battery Place, New York City, N. Y. 


the N ewborn? 


"Te nutritional requirements 
are met by simple mixtures of cow’s milk, 
sugar and water when the newborn is deprived 
of breast milk. Infants with good digestive — 
capacities tolerate whole milk mixtures and 
those with low digestive capacities tolerate 
evaporated, dried and acid milk formulas. 

But any of these milks can safely be modified 
with Karo. It is adapted to every type of for- 
mula devised for young infants. The amount of 
Karo added is usually one-third of the total 
required calories. Karo provides a large pro- 
portion of dextrin with relatively small amounts 
of maltose, dextrose and cane sugar. 


“Infants Theive 
ON 
Kato Formulas” 
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In 
DEPRESSIVE 


In depressive states, the suitability of ‘Benzedrine 
Sulfate’ (amphetamine sulfate, S.K.F.), as well 


STATES as its correct dosage, must be determined for the 


individual patient. 


Tentative classifications, however, suggest that ‘Benzedrine Sulfate’ 
is most likely to be of use in conditions characterized by diminution 
of capacity for activity, and that it is apt to be contraindicated in 
anxiety states accompanied by agitation. In depressive psychopathic 
states the patient should be institutionalized during the adminis- 
tration of ‘Benzedrine Sulfate’. 


Initial dosage should be small, ranging from a minimum of 2.5 mg. 
(14 tablet) to 5 mg. (14 tablet). These should be regarded as test doses, 
and if no effect is obtained from the smallest amount given, the dosage 
may be progressively increased until a definite effect manifests itself. 
Usually it is unnecessary to give more than 10 mg. at a single dose. 
Careful medical supervision during this test period is particularly 
desirable. 
When the correct dosage has been determined, it may be given two 
or three times a day, bearing in mind that administration in the late 
afternoon or evening may interfere with sleep. When divided doses 
are required, the specially grooved tablet may be broken and one-half 
or one-quarter tablet given. 


The effects of ‘Benzedrine Sulfate’, whether desirable or undesirable, 
are usually apparent with the first few doses. If there are undesirable 
effects ‘Benzedrine Sulfate’ obviously should be discontinued. 


BENZEDRINE SULFATE TABLETS 


wwii Each ‘Benzedrine Sulfate Tablet’ contains amphetamine sulfate, 
10 mg. (approximately 1¢ gr.) © 

my The Council on Pharmacy and Chemistry of the A. M. A. has 

adopted amphetamine as the descriptive name tor a-methy|phen- 

ethylamine, the substance formerly known as benzyl methyl 

carbinamine. ‘Benzedrine’ is $.K.F.’s trademark for their brand 

of amphetamine. 


SMITH, KLINE & FRENCH LABORATORIES, PHILADELPHIA, PA. 
Established 1841 
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THE 
Lattimore Laboratories 


TOPEKA, KANSAS 


J. L. Lattimore, M. D. Director 
A. C. Keith, B. S. Chemist 
Allen Gold, M. A., M. T. 

H. C. Ebendorf, M. T. 


We invite consultation about the case that needs pathological service. 
Freidman test $5.00; Rabies treatment $10.00; Wassermann-Kahn 
$2.00 


Containers furnished upon request. 


OFFICES: 
Topeka, Kansas _El Dorado, Kansas Sedalia, Mo. McAlester, Okla. 


1121 Grand Ave. 2nd FI 
Kansas City, Mo- Victor 2350 CHrtists 
FOURTH FLOOR CAPPER BLOG. 
Topeka Kansas 
ISLE BUILT LIMBS 
Approved by the American College 
of Surgeons Send us your photo for portrait cut. 


Or for other plate needs. 


PUEBLO, COLORADO 
Founded 1896 by Dr. Hubert Work 


A modern, newly constructed 
sanitarium for the scientific 
care and treatment of those 
nervously and mentally ill, the 
senile and drug addicts. 


CRUM EPLER, M.D. 
Superintendent 
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* The first estrogen 
to be isolated in pure 
crystalline form 


* The first pure 
estrogen to be used 
clinically 


* The first estrogen 
to be reported in 
medical literature 


Theelin (ketohydroxyestratriene) is available as Theelin in 
Oil Ampoules in potencies of 1000, 2000, 5000, and 10,000 
international units each, and Theelin Ampoules (Aqueous) ‘Ve : 
200 units—supplied in boxes of six and fifty 1-cc. ampoules. , ; es 
Theelin Vaginal Suppositories, 2000 international units 
each, are supplied in boxes of six. Theelol (trihydroxy- 
estratriene) is available as Kapseals Theelol in two strengths, | 

0.06 milligram and 0.12 milligram—supplied in bottles of 
20, 100, and 250. 


PARKE, DAVIS 


THE WORLD’S LARGEST MAKERS OF PHARMACEUT: SAL 
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USE THESE 


Diseases of the skin are a matter of considerable 
concern to most physicians. It is frequently dif- 
ficult to make a correct diagnosis—and equally 
as hard to successfully treat these cases. Because 
of this a constant search is going on for help in 
this class of cases. The two Sutton books briefly 
described on this page offer you dependable help 
in correctly diagnosing your skin cases—and tell 
you how to treat such cases. 


by 


R. L. SUTTON, Professor of Derma- 
tology, University of Kansas, School 
of Medicine, and R. L. SUTTON, JR., 
Instructor in Dermatology, Uni- 
versity of Kansas, School of Medicine 


The COMPLETE Reference 


DISEASES of the SKIN ; 


If you want a complete reference book 
—a textbook and an atlas combined— 
“Diseases of the Skin,” with its 1433 
pages and 1810 illustrations, will be the 
solution to your needs. Since 1917 this 
book has been a leader. The present 
NINTH EDITION is better than ever. It 
will help you to correctly diagnose 
your case—and tell you how to treat it. 
The symptomatology, diagnosis, and 
treatment of the various disorders of 
the skin are presented clearly and 
simply. Particular emphasis has been 
placed on pathology and treatment. 
The majority of the therapeutic meas- 
ures recommended are those which the 
author has found useful and practicable 
9 his own private and dispensary prac- 
ice. 
DISEASES OF THE SKIN—9th Edition. 
1433 pages, 1310 illustrations. Price, $12.50. 


[THE C. V, MOSBY, COMPANY KMJ-7-38 | 


THE C. V. MOSBY, COMPANY KMJ-7-38 
3525 Pine Blvd., St. Louis ,Mo. 
Gentlemen: Send me the Sutton book checked with (X), | 
charging my account. 
DISEASES OF THE SKIN—$12.50 
INTRODUCTION TO DERMATOLOGY—$5.00 | 
Dr. 


Addree | 
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for dependable help in diagnosing and 
treating skin diseases 


The HANDY Reference 


INTRODUCTION TO 
DERMATOLOGY 


If you want a smaller book—less ex- 
tensive, but equally as accurate, “Intro- 
duction to Dermatology” will satisfy. 
Completely rewritten and improved by 
the addition of 45 new illustrations. 
Much new information regarding thera- 
py has been introduced into this new 
Third Edition. The section on syphilis 
has been enlarged. 

This book, based on the larger text, 
combines judiciously the viewpoints of 
the senior author and the newer points 
of view of the junior author, retaining, 
however, the original latticework of 
fundamental facts which contributed so 
much to the value and popularity of the 
parent volume, and omitting much de- 
scriptive and statistical matter which is 
of interest to only the research worker 
and the specialist. 


INTRODUCTION TO DERMATOLOGY 
—3rd Edition. 666 pages, 229 illustrations. 
Price, $5.00. 
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ADVERTISERS NEWS 
The Journal takes pleasure in adding several new com- 
panies to its 1939 list of advertisers. The following con- 
cerns will carry advertisements during the coming year: 
National Association of Chewing Gum Manufacturers, 
Nestle’s Milk Products, S. M. A. Corporation, the Upjohn 
Company, and John Wyeth & Bros., Inc. 


Dr. John R. Neal of Springfield, Illinois, has been ap- 
pointed Dean of the Cook County Graduate School of 
Medicine. 


PATRONIZE THE JOURNAL ADVERTISERS 


OAKWOOD SANITARIUM 


The beauty and quietness of the environment of Oakwood Sanitarium cannot be over 
emphasized. This makes the Institution ideal not only for nervous and mental patients but 
for convalescents and rest cures as well. Aicoholics and drug addicts are accepted. 


Illustrated Booklet and Rates on Request 
OAKWOOD SANITARIUM 
Tulsa, Oklahoma, Route 6 


R. SMITH, M.D. 
Medical Director 
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SW, -FOR INFANTS DEPRIVED OF BREAST MILK 


When diluted according to directions, $.M.A. 
closely resembles human milk, NOT ONLY in 
the percentages of protein, fat, carbohydrate and 
ash, BUT ALSO in the chemical constants and in 

physical properties. 


When fed to infants as a supplement, com- 
MPlement or as a complete substitute for breast 
milk, S.M.A. consistently produces excellent 
nutritional results comparable to those obtained 
with normal breast-fed infants. 


The quick, easy method of preparing S.M.A. 
feedings is unusually simple. A Minute Mix 
Method Set together with complete directions 
wili be sent Free to physicians on request. 


S.M.A. is a food for infants... derived from tuberculin tested cows’ milk, the fat of which is replaced by animal and 
vegetable fats including biologically tested cod-liver oil: with the addition of milk sugar and potassium chloride; 
altogether forming an antirachitic food. When'diluted according to directions, it is essentially similar to buman 
milk in percentages of protein, fat, carbohydrate and ash, in chemical constants and in physical properties. 


S.M.A. CORPORATION - 8100 McCORMICK BOULEVARD - CHICAGO, ILLINOIS 
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If they could talk, 


Council Seals 


would say: 


“Wh you see one of us on a package of medicine 
or toot it means first of all that the manufacturer 
thought enough of the product to be willing to have 
it and his claims carefully examined by a board of 
critical, unbiased experts... We're glad to tell you 
that this product was examined, that the manufacturer 
was willing to listen to criticisms and suggestions the 
Council made, that he signified his willingness to re- 
strict his advertising claims to proved ones, and that 
he will keep the Council informed of any intended 
changes in product or claims... There may be other 
similar products as good as this one, but when you 


see us on a package, you know. Why guess, or why 


y 


take someone's self-interested word? If the product 
is everything the manufacturer claims, why should he 
hesitate to submit it to the Council, for acceptance?” 


THE FOLLOWING MEAD PRODUCTS ARE COUNCIL-ACCEPTED: Oleum Percomorphum (liquid and capsules); 
Mead’s Cod Liver Oil Fortified With Percomorph Liver Oil; Mead’s Compound Syrup Oleum Percomorphum; Mead’s 
Viosterol in Halibut Liver Oil (liquid and capsules); Mead’s Cod Liver Oil With Viosterol; Mead’s Viosterol in Oil; 
Mead’s Standardized Cod Liver Oil; Mead’s Halibut Liver Oil; Dextri-Maltose Nos. 1, 2, and 3; Dextri-MaJtose With 
Vitamin B; Pablum; Mead’s Cereal; Mead’s Mineral Oil With Malt Syrup; Mead’s Brewers Yeast (powder and tablets); 
Mead’s Thiamin Chloride Tablets; Mead’s Cevitamic Acid Tablets; Mead’s Powdered Protein Milk; Mead’s Powdered 
Whole Milk; Mead’s Powdered Lactic Acid Milk Nos. 1 and 2; Alacta; Casec; Sobee; Cemac; Olac. 


THE FOLLOWING NEW PRODUCT IS BEFORE THE COUNCIL ON PHARMACY FOR ACCEPTANCE: 
Mead’s Nicotinic Acid Tablets. 


Copyright 1936, Mead Johnson & Company, Evansville, Indiana, U.S.A. 


Kansas-State Librar 


Topeka, Kansas 
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